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Hypertension” 


CLIFFORD A. TRAVERSE, M.D. 
ALVA, OKLAHOMA 


Probably in no other chronic disease is 
early recognition of more importance than 
in high blood pressure. It is one of the most 
common ailments of modern civilization, be- 
ing directly responsible for the death of 
many people whose lives might have been 
prolonged had their hypertension been rec- 
ognized earlier and appropriate treatment 
instituted. It is estimated that approximate- 
ly 140,000 people die yearly in the United 
States from hypertension and the cardio- 
renal complications. The heart, blood ves- 
sels, and kidneys are so closely related in the 
body that disease of any one is usually fol- 
lowed by disease of the others. 


Essential hypertension is characterized by 
an abnormally high blood pressure, which 
under excitement and physical strain fre- 
quently rises suddenly to high peaks. It de- 
velops most in the third and fourth decades 
of life, but it also may develop in the first, 
second, and fifth decades. Its progress may 
be slow, moderate, or rapid, terminating life 
at 10 to 15 years after onset, if its progress 
is slow; at 3 or 4 years if moderate; and at 
18 months if rapid. 

Essential hypertension is probably due to 
a fault in the neurogenic-endocrine and vas- 
cular mechanisms. There are at present four 
theories regarding the cause of essential hy- 
pertension. 

1. Hyperirritability of the sympathetic 
vasomotor system in which nervous strain or 
hervous tension is expressed as a generalized 
inerease in arteriolar tonus. Nicotine is 
known to be a sympathetic stimulant. 
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2. Excessive secretion of one of the endo- 
crine glands, either pituitary, suprarenal or 
thyroid. Kepler reports some cases of pitu- 
itary basophilism and cases of suprarenal 
cortical tumor in which hypertension was 
present. Large doses of the hormone from 
these tumors does not affect the blood pres- 
sure of normal subjects. So except for some 
few isolated cases, evidence is lacking for 
this theory. 


3. Infection theory, or exogenous toxin. 
This also is described in a few isolated cases. 
This theory is supported by hypertension in 
toxemia of pregnancy, since the hypertension 
disappears following emptying of the uterus. 


4. Obstruction to the renal circulation. 
This theory is perhaps supported by the ma- 
jority of investigators. The present trend 
by many is to divide the etiology into renal 
and non-renal. Hypertension resulting from 
nephritic disease suggests that there has de- 
veloped a pressor substance which causes the 
arterial musculature to remain more or less 
in spasm. The continuous muscle spasm, is- 
chemia of the arterial wall plus the addition- 
al burden of the hypertension soon results in 
injury to the arterial musculature with per- 
manent narrowing of the arterial lumen. The 
experimental work of Goldblatt, Blaylock, 
and others has shown that hypertension 
could be produced in animals by partial oc- 
clusion of renal arteries by use of metal 
clamps and that the hypertension was not 
prevented by previous or subsequent sym- 
pathectomy. So strictures of a _ ureter, 
stones, hypertrophied prostates, etc., can 
produce hypertension. One can chemically 
diagnose a stone in one ureter with resulting 
hydronephrosis associated with hyperten- 














2 


sion, and removal of that kidney cures the 
hypertension. 

Pyelonephritis is a well known cause of 
hypertension, claimed by some to be respon- 
sible for 30 per cent of the cases. Presence 
of pus cells, albumen; and especially .organ- 
isms, suggests pyelonephritis. A good plan 
in this case is to get a pyelogram. If ureter 
strictures are found and dilated, it will 
usually relieve the hypertension. Sulphanil- 
amide is the drug of choice in pyelonephritis. 

As far back as 1898 two men (Tigerstedt 
and Bergman) demonstrated that a saline ex- 
tract from fresh cortex of the kidney of nor- 
mal rabbits contained a pressor substance 
which they called “renin.” Similar extracts 
of the spleen, intestine, muscle, brain, supra- 
renal glands, and blood of normal rabbits 
were inactive. The site of action of renin 
appears to be in the peripheral arterioles 
and to be independent of the nervous system. 
This assumption, together with the results 
of studies of blood flow in cases of essential 
hypertension, suggests the possibility that 
arteriolar constriction in essential hyperten- 
sion might be due to a renin-like substance 
in the circulating blood. 

Arterio-sclerosis may be explained much 
better in the future and more be done for it 
than ever before. A Doctor in Chicago has 
isolated a “Lipocaiac’” hormone from the 
pancreas which is claimed to have the same 
effect on fat metabolism that insulin has on 
carbohydrate metabolism. Experimentally 
produced arterio-sclerosis in ‘rabbits has 
been reduced by giving this hormone. Dia- 
betics who develop the marked arterio-scler- 
otic changes with gangrene, may be due to a 
lack of this hormone. 

There is a general tendency, I believe, to 
pay too much attention to the blood pressure 
and too little attention to the vascular sys- 
tem. While at the Mayo clinic recently, I 
had an opportunity to have the work of 
Keith personally reviewed with me on ret- 
inal lesions associated with hypertension. In 
the work of Keith and Wagoner, they state 
that elevation of the systemic and retinal 
blood pressure is usually associated with 
structural changes in the retina or its ves- 
sels which can be recognized by ordinary 
ophthalmoscopic methods. The retinitis, ret- 
inal hemorrhages and edema, when present, 
presented definite evidence concerning the 
status and prognosis of the disease. They 
have classified hypertension into four 
Group one suggests an early stage and group 
four the advanced stage. 


Number I. 
1. Normal vessels — Caliber of artery 
average. 


Caliber of vein average. 
Reflex stripe on artery moderate. 
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Lumen of artery regular. 


Compression of vein at arterial cross- 


ing—none. 


Diffuse arterial disease, Hyperten- 
sion Group I. 

Caliber of artery uniformly con- 
stricted. 

> aa of vein normal or constrict- 
Reflex stripe on artery uniformly 
exaggerated. 

Lumen of artery regular. 
Compression of vein at arterial 
crossing moderate. 


Diffuse arterial disease—Hyperten- 
sion Group II. 

Caliber of artery uniformly con- 
stricted. 

Caliber of vein relatively dilated. 
Reflex stripe on artery uniformly 
exaggerated. 

Lumen of artery irregular. 
Compression of vein at arterial 
crossing moderate, oblique, angled. 


Retinitis of Hypertension Group III. 
Arteriosclerosis of hypertension 
type. 

Disc, no edema, sometimes hyperem- 
ia. 

Edema of retina, none or mild. 
Exudates, cotton-wool, scattered. 
Exudates, absorbing edema, in lat- 
ter states at times. 

Hemorrhages, scattered. 


Retinitis of Diffuse arterial dis- 
ease, Hypertension Group IV. 
Moderate in degree, second stage. 
Arteriosclerosis of hypertensive 
type. 

Disc, relatively marked edema and 
often in manela. 

Exudates, cotton wool, rather 
numerous. 

Exudates, absorbing edema, rela- 
tively scanty, usually late. 

Macular star, delicate, usually in- 
complete. 

Hemorrhages rather numerous. 


Retinitis of chronic Glomeculone- 
phritis. 

Arteriosclerosis, none in early stage, 
post-inflammatory type later. 

Disc, edema and anemia. 

Edema of retina, massive, exten- 
sive, often subretinal, also at times 
with detachment of retina. 

, ytaanaee cotton-wool, relatively 
ew. 

Exudates, absorbing edema, rather 
numerous. 

Macular star, dense, often complete. 
Hemorrhages, relatively few. 





cl: 
Ww! 


ab 
1, 
thi 


hy) 
fac 
ma 
Th 
Th 
blo 
blo 
dit: 
tes 
ma 
tior 
wit 
ma 
siol 
pre 
cre: 
me} 
phy 
phy 
to t 
res] 
ings 
whi 
M 
sion 
not 
tien’ 
clud 
grou 
nant 
hype 
well 
It h 
the 
are j 
sive 
with 
durit 
ined 
sults 
show 
convi 
One : 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 3 


SUMMARY 


So from this work, Keith and Wagoner’s 
classification divides diffuse arterial disease 
with hypertension into four groups: 

1. Those with little or no sclerosis of the 

retinal arteries and without retinitis. 

2. Those with definite sclerosis of the 

retinal arteries, but without retinitis. 

3. Those with definite sclerosis of the 

retinal arteries with retinitis (hemor- 
rhages and exudates) but without 
edema of the optic disk. 

Those with definite sclerosis of the 
retinal arteries with retinitis and 
edema of the disk. 

In groups 1 and 2 the prognosis is favor- 
able, in group 3 it is serious; and in group 
4, 94 per cent of Keith’s patients were dead 
three years after the diagnosis was made. 

TREATMENT 

In evaluating the results of treatment in 
hypertension it is necessary to emphasize the 
fact that the blood pressure in these cases 
may undergo spontaneous fluctuations. 
These may occur within a few minutes. 
Thus, in considering the status of a patient’s 
blood pressure, it is advisable to obtain many 
blood pressure readings under varying con- 
ditions of activity and rest. The cold pressor 
test (Hines) has been valuable in estimating 
maximal blood pressure and the administra- 
tion of large doses of barbiturates, together 
with rest in bed, has been valuable in mini- 
mal blood pressures in cases of hyperten- 
sion. There is no question but that the blood 
pressure of a hypertensive individual is in- 
creased by nervous strain or anxiety. The 
mere fact that he gains confidence in his 
physician, that he comes many times to the 
physician’s office, and becomes accustomed 
to the use of the sphygmomanometer may be 
responsible for lowered blood pressure read- 
ings regardless of the type of treatments 
which he may be receiving. 

Medical treatment of essential hyperten- 
sion in group 1 is satisfactory. Group 4 does 
not respond to medical treatment, but the pa- 
tient must be cared for. Groups 1 and 2 in- 
clude early or late benign hypertension; 
groups 3 and 4 include early or late malig- 
nant hypertension. Some patients who have 
hypertension group 2 or 3 respond rather 
well to medical treatment and others do not. 
It has long been recognized that rest and 
the reduction of nervous stresses and strains 
are important in the treatment of hyperten- 
sive patients. The treatment should begin 
with a period of several days’ rest in bed, 
during which the blood pressure is determ- 
ined several times a day. The charted re- 
sults of these determinations frequently 
show a decrease in the blood pressure and 
convince the patient of the value of rest. 
One should not speak of curing their hyper- 


tension, but speak more advantageously of 
reducing the blood pressure, or of controlling 
the hypertension. While rest is important, 
we must avoid apprehension and semi-inva- 
lidism by too strict a regime. They should 
have nine to ten hours of sleep each night, 
should lie down for an hour at midday, and 
have a quiet peaceful environment during 
the week-end. The environmnet should be 
arranged to eliminate stresses and strains. 
If the patient is obese, his weight should be 
reduced; if he is not obese a general diet 
may be employed. The restriction of salt 
and protein is not now considered to be ef- 
fective in the treatment of uncomplicated es- 
sential hypertension. 

Essential hypertension is far from uni- 
form in its course, and this fact makes it 
difficult to appraise the value of any given 
therapeutic agent. There is no evidence at 
the present time that hormones obtained 
from the ovaries are of any value. Were 
there available a nontoxic adequate vasodila- 
tor, the problem of treatment of many pa- 
tients would be solved rather satisfactorily. 
Unfortunately, no such drug is available. 
Many drugs have been used, and while some 
may reduce the blood pressure for transient 
periods, the majority are impracticable for 
use over a long period. Very often the pa- 
tient who is free from symptoms sleeps well. 
That fact suggests the use of sedatives when 
rest and sleep are not easily attained. Chlor- 
al hydrate has a good record for helping hy- 
pertensive patients recover their former 
ability to sleep. Bromides and the barbitur- 
ates are used most extensively. The barbit- 
urates are preferred because there is less 
danger of toxic effects. Phenobarbital is one 
of the best in the group for long continued 
administration. Vasodilators, such as the ni- 
trites and acetylcholine, have only a tran- 
sient depressor effect. The nitrites and ni- 
trates will produce a definite fall in blood 
pressure, but their effects are transient, and 
it is difficult to give sufficient doses fre- 
quently enough, over long periods, to pro- 
duce any definite therapeutic effect. Theo- 
bromine (theophylline and phenobarbital) 
are helpful, used in one-half grain doses tid. 
But if the sedative was removed, I doubt 
that there would be any demonstratable re- 
sults. Their effectiveness for continued ad- 
ministration is questionable. Cyanates — 
The general feeling at the Mayo Clinic was 
that the danger signs from this drug are 
over-estimated. They have been using it ex- 
tensively for two years and like it. They 
use Sodium Thio-cyanate, Lilly, a_ three- 
grain enteric coated tablet. Start with three 
grains tid for one week, then reduce to three 
grains Bid. Both sodium and potassium Sul- 
focyanate have been used extensively during 
recent years. It is used in one-fourth to one- 
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half grain doses tid in a suitable elixir and 
may be combined with a sedative. Toxic 
manifestations, as fatigue, weakness, mental 
confusion, disorientation and rarely nausea 
are often encountered at first, but they 
usually wear away in two to six weeks’ time. 
These patients are reported to be relieved a 
great deal symptomatically, and there is of- 
ten a great improvement of his cardiac and 
renal efficiency. The cyanate content of the 
blood should not be permitted to rise above 
20 milligrams per 100 c.c. because of possible 
vascular collapse and thrombosis. Nitro-gly- 
cerine, and amy] nitrite, are very temporary, 
and may be used only for acute symptoms. 
Purgatives are condemned, use only mild 
laxatives—milk of magnesia, equal parts of 
Cas-Evac and mineral oil, etc. 

Surgical Procedures: Various types of 
surgical operations on the sympathetic sys- 
tem, particularly splanchnic _ resection, 
have been found to lower blood pressure, at 
least for certain periods. But, as in the case 
of medical therapy, surgery has obtained its 
best results in the milder or more chronic 
cases. It has not been demonstrated as yet 
that surgical intervention can essentially al- 
ter the course and prognosis in cases of hy- 
pertensive disease of the more progressive or 
malignant type. If there is no response to 
rest, vasodilators, and cyanates, and they are 
not a group four, then surgery would prob- 
ably be indicated. It has been found that, 
following surgery, some patients respond 
better to medical treatment. 


DISCUSSION 
W. A. FowLer, M.D. 
NORMAN, OKLA. 
Hypertension 
I shall not discuss the endocrinological, 
neurological, or technical laboratory aspects 


of this subject. The average general prac- 
titioner will probably have given these up as 
hopeless for him anyway. 

In the Student Health Service of the Uni- 
versity of Oklahoma, we see a rather sur- 
prising number of cases of hypertension with 
what I believe is evidence of early cardiovas- 
cular-renal damage. In addition to the hy- 
pertension, often of a minor degree, the fol- 
lowing syndrome is rather characteristic: 
There is a history of acute infectious disease 
such as scarlet fever, diphtheria, smallpox, 
rheumatism, or of chronic infections such as 
apical abscess, pyorrhoea, infected tonsils, o) 
chronic suppurating middle ear. The temper 
ature may be slightly above normal] ; the pulse 
above normal, increasing more than nor- 
mally after exercise and failing to return to 
normal after two minutes of rest. There 
may be only a tract of albumin in the urine, 
which may have disappeared within a few 
days. With this picture, it is a mistake to 
assume that therefore it is of no significance 
Repeated checks will often show a recur- 
rence of albuminuria and a persistence of the 
other findings mentioned. In my opinion, 
the picture points definitely to early cardio- 
vascular-renal damage. 

This is no case for conservatism in the 
management of focal infections. The patient 
should be under observation ; he should be in- 
structed to cultivate regular habits with suf- 
ficient rest, to avoid excesses and infectious 
diseases, and to take extraordinary care in 
case of colds or other infectious conditions. 
In this way, it should be possible to prevent 
many cases of serious damage later. This 
is the corn bread and turnip greens aspect 
of this subject, but the one most understand- 
able to the general practitioner and most im- 
portant in his hands. 





Pellagra® 


V. H. Musick, M.D. 
OKLAHOMA CITY 


Recent developments in the isolation and 
synthesization of the components of the Vita- 
min B Complex has developed a conception 
of pellagra unique in the history of medicine. 
Animal and human experimentation has 





*Read before the Section on General Medicine, Annual Ses- 
Se, Smee State Medical Association, May 8, 1940, in 
‘u 


thrown great light on the multiplicity of pel- 
lagrous symptomatology, etiology and treat- 
ment. 

The obstacles which were thrown in the 
path of a clear conception as to the etiology 
of pellagra, were necessarily present, be- 
cause of a lack of a defined plan of systemat- 
ic procedure, and a deficiency of a scheme of 
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classification and terminology. A history, 
therefore, of the evolution of the terminology 
now used in the Vitamin B Complex is ap- 
propriate at this time, to give the clinician 
a clear cut picture of the terms which will 
be used in the following discussion. 

Funk (1) in 1912 called the deficient sub- 
stances in foods, “Vitamines.” 





EVOLUTION OF THE VITAMIN B COMPLEX 
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McCollum (2) in 1916 proposed that vita- 
mines be called “Water soluble B” and “Fat 
Soluble A” ete. 

Drummond (3) in 1920 suggested omit- 
ting the “e” from the word vitamine, drop- 
ping the terms “water soluble” and “fat 
soluble” and simply calling these vitamins 
“A, B. C.” ete. 

In 1927 the British Accessary Food Fac- 
tor Committee (4) proposed B1, B2, B3, B4, 
B5 as a solution to the terminology, which 
was rapidly developing from the isolation 
of the components of the old B Complex. 

In 1929 the American Society of Biologi- 
cal Chemistry (5) recommended that “Vita- 
min B” be used to designate the heat labile 
or anti-berri fraction and “Vitamin G” be 
used to designate the heat stable portion. 

Vitamin “G” terminology (6) was later 
used to designate the pellagra preventing 
factor. Recently, however, it has more gen- 
erally been used interchangeably with Fla- 
vine or B2. 

Vitamin H, Factor Y, and Factor I were 
probably the same vitamins as B6 or the Rat 
antidermatitic vitamine. 

The PP Factor of Goldberger (7) was 
without a doubt Nicotinic Acid. 

As you can see from the above chart, the 
B complex of 1911-20 has now been divided 
into ten portions, namely, B1, B2, B3, B4, 
B5, B6, B7, Nicotinic Acid, Fac. W and the 
Anti Grey Hair factor. Still more compon- 
ents are probably present. 

At the present time there are three and 
possibly four of these ten that we are in- 
terested in from the treatment standpoint, 
in dealing with the human family. They 


are Bl, the anti neuritic vitamin, B2, the 
flavin or anti chilitic vitamin, nicotinic acid, 
antipellagrous vitamin and possibly B6. 
Pellagra, as we know it today, is a symp- 
tom complex which is due to a variety of 
deficiency states and it is our impression 
that specific symptoms are due to specific 
deficiencies. In other words: 


The dermatitis of pellagra is due almost 
entirely to a deficiency of nicotinic acid. 

The mucous membrane lesions are due al- 
most entirely but not completely to the lack 
of nicotinic acid. 

The neuritic symptoms are due to inade- 
quate B1 and possibly B4 in the diet. 

The heart symptoms are due to the lack 
of B1. 

The chilitis or sores and cracking at the 
corners of the mouth are due to B2 or flavin 
deficiency. 

Muscular weakness may be due to inade- 
quate B6 and pantothenic acid. 

Therefore, in examining a pellagrous pa- 
tient, it is necessary to determine which 
symptom is predominant and which is pres- 
ent in a lesser degree. 

In Table IV is a list of symptoms which 
are caused by specific deficient vitamins. 

A full blown case of so called pellagra 
can be recognized at a glance, but it can 
be readily seen that patients may appear 
early to the doctor with a multiplicity of 
vague deficiency complaints, without stig- 
mata of typical pellagra. It is these border- 
line cases which I wish to discuss in detail. 





HEAT LABILE "B" COMPONENT 


~--CI2HI70N4SC1HC1] Polyneuritis (Birds) 


Paralysis (Hemme 1) 

Beri-Beri (man) 

jooce Perelysis (Rates) 
(Chicks) 

jooce Growth (Rete) 


coco Becessery for 
weight increase 
(Pigeons) 














Deficiencies should be suspected in the in- 
digent, in patients with eccentric dietary 
habits, patients with diseased bowels, or 
those recovering from an operation or se- 
vere accident, alcoholic addicts and in dis- 
eases which increase the metabolic rate. 

The physician should keep in mind the 
seasonal variation of pellagra. A patient 
who presents himself in the spring or fall, 
might show a typical case of pellagra with 
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the dermatitis, stomatitis, diarrhea, abdom- 
inal disorder and nervous symptoms, where- 
by, if he consulted his physician in mid-win- 
ter, he might complain of abdominal discom- 
fort, nervous symptoms and fever blisters. 


Another circumstance may occur when the 
patient has suffered an infectious disease, 
severe accident or operative procedure, with 
a failure of recovery through a two to six 
months’ period. A vitamin B deficiency must 
constantly be kept in mind under such cir- 
cumstances. He usually relates a history of 
anorexia, occasional vomiting, weakness, fa- 
tigue, paresthesias, crawling sensations, re- 
current sore tongue or mouth, dypsnea, tach- 
ycardia, loss of memory, depression, burn- 
ing of feet or water eyes, etc. 


The third type of case is the alcoholic, who 
refuses to eat when he is drinking. These 
cases usually present the early symptoms of 
beri beri, namely: loss of weight and ap- 
petite, burning of feet, numbness of the feet 
and ankles, extreme fatigue, shortness of 
breath, palpitation and instability. Exam- 
ination of such a patient may show a loss of 
knee kicks, partial toe drop, anaesthesia of 
the limbs, irregular and enlarged heart, with 
low or inverted “T” waves in leads 11 and 
111 on electrocardiagraphic tracings. The 
tongue is heavily coated, the breath foul, 
while there may be ulcers of the tongue, 
mouth or throat. 


If the case is more severe, he may lose con- 
trol of the bladder; complain of paralysis of 
legs ; numbness of hands; swelling and edema 
of legs and abdomen. He may be disorien- 
ted, confused or have delirium tremens. He 
may be unable to even swallow because of 
the severe inflammatory reaction of the mu- 
cous membranes. A severe diarrhea may 
be prevalent and sometimes the typical der- 
matitis. This patient may present beri beri, 
pellagrous and flavin deficiencies all at the 
same time. 


The fourth type of borderline case is 
that individual who is a finicky eater; or 
because of religious ideas receive insufficient 
amounts of vitamin B in their diet to inhibit 
deficiency symptoms. The diet may become 
less sustaining for a week or two and abdom- 
inal discomfort develops worse than usual. 
They then proceed to blame certain foods 
and as time goes on, the diet is still more 
voluntarily reduced until the patient may be 
subsisting on soups or refined cereals. Rare- 
ly do these cases present typical symptoms. 
They complain of abdominal discomfort, se- 
ver constipation, gas on the stomach, ene- 
mata and physic habits, fever blisters, vag- 
initis, paresthesias, and innumerable nervous 
phenomenon. 

One can now see that the treatment of 
pellagra varies as to the symptomatology. 


If the dermatitis is present, nicotinic acid 
should be the predominant drug supplement- 
ed by Vitamin B1 and possibly riboflavin. If 
the neuritis is in the foreground, the drug 
of choice should be Bl supplemented with 
nicotinic acid. If chilitis is predominant, 
riboflavin must be given in large doses sup- 
plemented with nicotinic acid and possibly 
Bl. 


The dosages which are recommended are 
as follows: 


DruUG DOSAGE IN TYPICAL PELLAGRA 
Dermatitis (severe 

Nicotinic Acid ____.. 300-500 mg. a day 

Thiamin Chloride .. 20- 30 mg. a day 
Neuritis (severe 

Thiamin Chloride .. 20- 30 mg. a day 

Nicotinic Acid _...... 150 mg. a day 





HEAT STABLE "GO" COMPONENT 


sd ----COHSNOS 


=~--CI7H2Z0N406 Cell oxidation end 
i Growth- Chilitis (Human) 


Anti-Pellagrous( Human) 


Weight maintenance 


ke (Pigeon) 

| 6 ----CGHIIOSN 

G o--- Anti-dermatitic, 
Nutrition (Chicks) 

EE o--- Anti-grey heir 


Loss of hair (Black rats) 


Anti-dermatitic, growth, 
acrodynia (Rat) 











Chilitis 
Riboflavin ................ 5- 50 mg. a day 
Thiamin Chloride . 3- 9mg.aday 
Nicotinic Acid —_... 150 mg. a day 
Deficiency Encephalopathy 
Nicotinic Acid _.... 500-1000 mg. a day 
Thiamin Chloride .. 5- 10 mg.aday 
A TEE As necessary 
DRUG DOSAGE IN BORDERLINE PELLAGRA 
Whole Yeast Compounds in abundance 
Nicotinic Acid __.... 150-300 mg. a day 
Thiamin Chloride . 3- 20 mg. a day 
Riboflavin _........... 3- 6mg.aday 
Approximately 25,000-100 mg. Nicotinic 
Acid tablets have been given to 200 pella- 
grans in the University Hospital Out-Patient 
Department without a single severe reaction ; 
however, Dr. Chen (8) reports that daily 
administration of 2 grams of Nicotinic Acid 
a day for 20 days to two dogs resulted in 
death. The drug is, therefore, definitely 
toxic in large doses. Spies has given as high 
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as 2000 mg. of Nicotinic Acid (9) a day 
with no untoward effect. Sydenstricker, 
Schmidt and Fulton (10) state they have 
noted a moderate fall in blood pressure of 
from 10 to 30 mm. in an occasional case. They 
also state that there usually is an increase in 
the gastric acidity following administration 
of the drug. 

Nicotinic Acid, according to Spies and 
Stone, increases the temperature 1.5-2 de- 
grees over the face and neck. Occasionally 
it May cause nausea, vomiting and increase 
in the rate and depth of respiration. No con- 
stant changes in blood pressure were noted. 
Four out of eight had an increase in peris- 
talic waves after Nicotinic Acid therapy. 
There was also noted an increase in the gas- 
tric tonus and a decrease in the size of the 
stomach with increase in gastric acidity. 
Other observations were improvement in 
constipation and decrease in radiation sick- 
ness. No increase in the CO2 combin- 
ing power and no increase in _ nico- 
tinie acid level of the blood was noted. The 
majority of the patients complain of burn- 
ing and flushing of the face 15 to 20 minutes 
following a 100 mg. dose and lasting 15 to 
20 minutes. Minor reactions noted were 
burning of soles and palms, paresthesias, sal- 
ivation, slight tachycardia, dypsnea and sub- 
sternal oppression. 

I found in testing 13 individuals, there 
was no constant change in the calcium or 


phosphorous blood levels for two hours after 
the administration of 100 mg. of Nicotinic 
Acid to pellagrous or no pellagrous patients. 
Therefore, we did not feel that the blushing 
and tingling was due to the rapid mobiliza- 
tion of calcium. 
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TABLE IV 

Nicotinic Acid B1 or Thiamin B2 or Flavine 

Dermatitis Neuritis Chilitis 

Mucitis Burning of soles Red lips 
Stomatitis Weakness walking Palor mucosa 
Vaginitis Anaesthesia legs Maceration of corners 
Glossitis Anaesthesia arms of mouth 
Mucocolitis Hyperesthesias Fissures of corners of 
Rectitis Lost reflexes mouth 

| Encephalopathy Muscle atrophy Fatigue 

Memory loss Toe drop Weakness 
Delusions Sphincter Dis. Comedomes of 
Confusion Heart Irregularity mouth 
Delirium Palpitation alae nasae 
Mania Dypsnea lids 
Paranoid Trends Tachycardia ears 
Cog Wheel resistance Edema malar prom. 


Pulmonary rales 
Pistol Shot pulse 
Enlarged heart 
Electrocardiographic 


change 


Gastro-intestinal 
Appetite loss 


Anorexia 


Visual Disturb. 
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The Value of Metrazol Convulsive Shock 
In Psychiatric Therapy 


G. WILSE ROBINSON, JR., M.D. 
KANSAS CITY, MISSOURI 


From time to time new treatment proced- 
ures are presented to the medical profession 
which are so different from all of the past 
experiences of medical science that their 
standardization and acceptance or rejection 
may take many years. Such a procedure is 
metrazol convulsive shock, which was first 
proposed by von Meduna’ in 1935. In spite 
of the fact that tens of thousands of indiv- 
idual procedures have been given to thous- 
ands of patients, the procedure has not as 
yet been standardized, nor has it been ac- 
cepted or rejected as yet by practicing psy- 
chiatrists as a group. 

Metrazol convulsive shock could and prob- 
ably should be compared to surgical proced- 
ures. The decision between surgical interfer- 
ence and expectant, supportive medical ther- 
apy usually is reached by the analysis of 
several questions. Should surgery be resort- 
ed to as a life-saving procedure? Should 
surgery be resorted to for economic reasons 
—that is, should a chronic, inflammatory 
condition be corrected when possible by a 
surgical procedure which carries with it 
some risk but which quickly, if successful, 
returns the individual to society as a produc- 
ing unit? Or should one wait for months 
for natural forces to correct the condition 
with little risk to the patient, but with the 
knowledge that there will be a heavy expense 
and a long period of non-productivity if 
the more conservative course is followed? 
This latter factor frequently tips the scales 
in favor of the surgical decision, which car- 
ries with it some risk, but which, when suc- 
cessful, results in a minimum of expense and 
a minimum period of non-productivity. Such 
factors are of importance when the newer 
surgical treatments for tuberculosis, for ex- 
ample, are considered. There is also the in- 
dication for surgery which is the correction 
of chronically hopeless defects which, if not 
corrected, will result in a lifetime of chronic 
incapacity, inefficiency and ill health. 

When the physician-surgeon is faced with 
the necessity of making such a decision, he 
balances the needs against the risks, and 
when the risks are minor he would be dere- 
lect in his duty to his patient if he did not 


institute surgical measures, even though he 


knows that such procedures have both a 
small complication and a slight mortality) 
rate. 

When the physician-psychiatrist is faced 
with a problem, he must weigh these factors 
against the risk of complications and mor- 
tality from the procedure that he has in 
mind. First, what is the expected complica- 
tion and mortality rate of the condition it- 
self as compared to the rates of the proced- 
ures which he has in mind? Secondly, what 
are the economic considerations which must 
influence the choice between a long period 
of illness with a small per diem cost but a 
large total cost, and a short period of illness 
with a relatively large per diem cost but a 
comparatively small total cost? It must also 
be taken into consideration that if earning 
power and productivity are lost too long, the 
individual may not be able to return to a ful! 
economic life because his farm, his business, 
his contacts or his job may be lost as the 
result of his long period of inactivity. Speed 
of recovery is at times, therefore, a vita! 
economic consideration. 

Thirdly, what are the ultimate possibili- 
ties of recovery with or without the proced- 
ure? That is, in addition to the above con- 
siderations, what is the recovery possibility 
of the patient without the procedure as com- 
pared to the recovery possibilities if the pro- 
cedure is given? 

Metrazol convulsive shock was proposed 
originally for schizophrenia. The origina! 
statistical results were approximately equa 
to the first reports on insulin shock therap) 
and, because it is easier to give and far les: 
expensive than insulin shock, about three 
years ago it was widely accepted and is stil 
widely used in the treatment of schizoph 
renic reactions. However, the complicatior 
rate is much higher than in insulin shock 
and in experienced hands the mortality rate: 
should be about equal. The quality of the re 
sults is not good, as shown by Eisner anc 
Orbison’, who reported upon the results o° 
personality evaluation (Rorschach method) 
upon 38 schizophrenic patients who were 
tested before and after their courses of met- 
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razol shock. They concluded that, while these 
patients showed a superficial clinical im- 
provement, the Rorschach evaluation did not 
parallel this, but showed that fundamentally 
these patients were still schizophrenics. 
Cases treated with metrazol alone are seldom 
returned to productivity for long. 


Ross and Malzberg* concluded that metra- 
zol produced even fewer recovered cases 
(1.6 per cent recovery and 9.9 per cent much 
improved of a total metrazol treated series 
of 1140 patients) than found in cases not 
treated by any shock therapy. (Control ser- 
ies of 3.5 per cent recovered, 11.2 per cent 
much improved). This viewpoint is con- 
firmed by a cooperative report on 759 pa- 
tients, published in Germany‘, analyzing 560 
cases treated with insulin, 132 with metrazol, 
and 67 with both. The insulin series showed 
37.7 per cent symptom free and 28.9 per cent 
improved. The metrazol series showed 18.9 
per cent symptom free and 37.1 per cent im- 
proved. Menninger® reports that only 17 
per cent of his series of schizophrenics show- 
ed a social remission after a course of met- 
razol therapy. Bateman and Michael’ con- 
clude that: “metrazol therapy was seemingly 
disappointing in the majority of instances,” 
i.e., in the treatment of schizophrenia. 


The results at the Neurological Hospital 
showed, in a series of 12 patients, that 3 
made a complete recovery, 2 showed enough 
improvement to go home, 3 improved slight- 
ly, and 4 did not improve at all. However, 
only 2 of these patients have maintained 
their umprovement, so that we find 85 per 
cent of this series in a state hospital or at 
home, completely incapacitated. Since these 
patients were treated some months ago dur- 
ing the period when metrazol was being tried 
extensively, enough time has elapsed to show 
that in this small series metrazol was not an 
effective treatment in schizophrenia if sus- 
tained results are desired. The real objec- 
tive of therapy in the psychoses is complete 

ecovery. Improvement is gratifying, but 
vnless the patient is returned to his former 
| fe, capable of living normally and efficient- 
|", it is. my own belief that a satisfactory re- 
silt has not been obtained. Therefore, met- 
1azol convulsive shock does not satisfy our 
criteria for active interference in schizo- 
phrenia, and it is being discontinued grad- 
cally as the sole agent in the treatment of 
tis reaction type. However, in the affec- 
t._ve reactions, such as manic depressive psy- 
c0ses, involutional melancholia, agitative 
ead pre-senile depressions, metrazol convul- 
: ve shock does fulfill all of the criteria as 
on aetive treatment measure of the “surgi- 
‘al interference” type. 


The first question in the analysis of treat- 
ent indications is the most difficult to an- 


swer, because cross analyses comparing ac- 
tive and expectant treatments of the affec- 
tive psychoses from the standpoint of com- 
plications and mortality have not been made. 
Nor does the literature contain sufficient 
statistical analysis of either form of therapy 
to make comparisons accurately. However, 
there is some material available. 


The affective psychoses apparently have a 
mortality rate of about 10 per cent during 
expectant treatment. Death results from sui- 
cide, inanition and exhaustion, intercurrent 
infection which has been made possible by 
the lowered resistance of the individual and 
from the breakdown of metabolic factors 
which seem to be an integral part of the 
condition. 


These patients almost invariably lose 
weight. Some of the weight loss is due to 
the decrease in amount of nourishment in- 
take and the overactivity of the patient. 
There is also another factor which has never 
been determined conclusively. It is not 
glandular, as far as we know. These meta- 
bolic states lay the patient open to complica- 
tions. While these complications are not al- 
ways fatal, they are distressing and their 
management is expensive. This type of com- 
plication is common in the involutional mel- 
ancholia and the agitative depressive types, 
and does occur in the manic depressive 
group. Only about 15 per cent of the cases 
progress to the point of pellagra, beri beri 
or to other forms of severe metabolic break- 
downs. 


Other types of complications, such as 
trauma from attempted suicide, infections 
which can be and are controlled, etc., occur 
in probably 10 per cent, so that the total 
complication rate for severe side effects is 
approximately 25 per cent. 


The combined complication and mortality 
rate is, therefore, somewhere in the neigh- 
borhood of 35 per cent. Since involutional 
melancholia and pre-senile agitative depres- 
sions, as well as the simple melancholias, are 
chronic and sub-acute conditions lasting for 
from 18 months to 3 years on the average in 
the expectantly treated cases, the question 
of adequate nursing care and medical super- 
vision is an important consideration. The 
greater the amount of care and the more 
expert the supervision, the less the morbid- 
ity and mortality rates. The above figures 
are taken from reports and observations on 
patients who did not have the advantage of 
adequate care in a psychopathic hospital. 
The hospitalized patients have a much lower 
percentage of both rates, but they must be 
hospitalized for long lengths of time in order 
to control and prevent the complications. 
However, even in the best of mental treat- 
ment hospitals, suicide and traumatic com- 
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plications occur, in spite of watchfulness and 
care. Metabolic complications are seen fre- 
quently because of the unknown factor, so 
that there is a rather high complication and 
mortality rate in the adequately hospitaliz- 
ed, expectantly treated patient. 


Metrazol convulsive shock has its own 
complication and mortality rates. Complica- 
tions which have been reported are fractures 
of the long bones and/or their articulations, 
cardiac arrhythmias, and compression frac- 
tures of the spine. A few pulmonary com- 
plications have been noted. Hamsa and Ben- 
nett’, Rechtman and Winkelman*, McAdam’, 
Polatin, Friedman, Harris and Horwitz", 
Bennett and Fitzpatrick"', Gross and Gross- 
May™, and Zeifert’® have all made reports 
or written discussions about these various 
complications. Statistical analyses of this 
material are not possible. Rates of incidence 
in the various reports vary from 3 to 40 per 
cent. With the passage of time the exact 
complication rates for these various forms of 
complications will be worked out and a care- 
ful comparison can then be made. However, 
taking the 40 per cent figure as the absolute 
top, a breakdown reveals some very interest- 
ing material. Fractures of the long bones 
are the most serious complications. Healing 
is always to be expected, however, and in 
the three cases at the Neurological Hospital 
which developed this complication, the treat- 
ment course was completed and the patients 
all went forward to a complete remission". 
One of these cases relapsed mentally after- 
wards, but the other two are in a state of 
complete functional adjustment, both phy- 
sically and mentally. 


Various technical improvements have 
been proposed by Hamsa and Bennett, Recht- 
man and Winkelman, Bennett and Fitzpat- 
rick, Bennett'*, Rankin’, and others, which 
have reduced the incidence of these compli- 
cations to a bare minimum and in time may 
eliminate them completely. McAdam’s three 
cases of cardiac decompensation cleared up 
completely, and he reported a case with a 
right ventricular preponderance and a his- 
tory of repeated asthmatic attacks for five 
years that was given a course of metrazol 
without developing any signs of arrhythmia 
or other cardiac disability. We have treated 
two cases with serious heart ailments, one 
84 years of age, without any signs of cardiac 
embarrassment developing’. Both made 
good clinical recoveries. 


Fractures of the spine are compression in 
type. While they would seem to be severe 
they seldom are, and frequently are asymp- 
tomatic. Very rarely serious injury results, 
but in the vast majority of the cases the 
symptoms quickly clear up and the patient 
is no worse for his experience. The same 


measures which have been proposed to low- 
er the incidence of the long bone fractures 
are aiso lowering the rate of this particular 
complication. 


Pulmonary complications are very rare, 
and consist of inhalation abscess and a rar: 
pulmonary embolism. These complications 
are so rare that almost no information is as 
yet available about them. 


From the standpoint of incidence of non- 
fatal complications, it would seem that the 
complication rate is somewhat higher than 
that to be expected by conservative treat- 
ment. Mortality rates show a wide prepon- 
derance in favor of active treatment. Iso- 
lated deaths from metrazol shock have been 
reported, but they are so rare as to equal 
approximately the expected normal death 
rate of the population as a whole. We can 
say definitely that the 10 per cent expected 
death rate of these conditions is eliminated 
by the good results obtained from metrazo! 
convuisive shock in the affective reactions. 


Economic factors favor strongly the ac- 
tive treatment method. Palmer and Sher- 
man" have reported that in their opinion 
cases of involutional melancholia that do 
get well can be expected to have a course of 
from 18 months to three years when they 
do not receive active treatment. The barest 
minimum of private type care is the nursing 
home, operated by a graduate nurse at its 
best, and by a completely untrained layman 
at its worst. The minimum price for this 
type of care is $10.00 per week. At the 
minimum cost and the minimum expected re- 
covery time, therefore, the total expected 
cost would be $780.00. In private sanitar- 
iums where the services are of the custodial 
type, i.e. little or no active treatment, the 
rates range from $25.00 to $35.00 per week 
at a minimum, and the total cost would be 
from $1850.00 to $2630.00. The economic 
loss of non-employment or non-productivity 
or, perhaps, the breaking up of the home 
during the prolonged illness, must be added 
to this financial burden. 


Metrazol shock therapy in the chronic mel- 
ancholias and depressions works definitely 
to the economic advantage of the patient and 
his family. The average length of time that 
these patients spend in an active treatment 
hospital is about six weeks. The average 
total cost of this type of hospitalization is 
approximately $360.00 in the uncomplicated 
case which requires no extensive period of 
preparation.. These cost and time factors 
have placed a chronic, sometimes incurable 
type of psychosis into the class of the mod- 
erately severe medical and surgical problems 
such as pneumonia, cholecystectomies and 
prostatectomies. The loss of time from busi- 
ness or position is reduced to a minimum, so 
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that the patient can return to the old envir- 
onment without the loss of many contacts. 


The above figures deal primarily with the 
older type patient of the involutional melan- 
cholia and the pre-senile agitative depression 
type. The simple manic depressive reaction 
is usually a different problem. These pa- 
tients are subject to recurrent attacks and 
seldom, if ever, make a satisfactory social or 
economic adjustment. Every time they get 
started along a stable path they have an at- 
tack which completely disrupts their life 
plans. Metrazol shock is used in the treat- 
ment of these cases as an aid, but not with 
the same objective as in the older patient. 
The manic depressive can be controlled 
more easily, can be brought to a more coop- 
erative stage so that exhaustion and malnu- 
trition can be avoided and the individual at- 
tack terminated much quicker, but there is 
no evidence to show that future attacks can 
be prevented. With the other types, that is, 
involutional melancholia and the pre-senile 
depressions, recovery is complete and appar- 
ently permanent in the large majority of 
patients, which means that metrazol convul- 
sive shock is a true specific therapeutic 
agent. 


The third question can be answered quick- 
ly. Palmer and Sherman have reported that 
only 30 per cent of the melancholias of mid- 
dle life and the pre-senile years can be ex- 
pected to get well under expectant treatment. 
Freeman™ and others have made the same 
reports. The recovery process. usually 
stretches for from 18 months to three years 
in those few who do recover. 


Various endocrinologists and a very few 
psychiatrists have advocated the use of es- 
trogenic substances in the treatment of these 
conditions. Ault, Hoctor and Werner” have 
been the chief proponents of this form of 
therapy. Psychiatrists have almost univer- 
sally discredited this work. Palmer and 
Sherman, Schube, McNanamy, Houser and 
Trapp*, and Palmer and others havereport- 
ed completely negative results in the use of 
theelin and other estrogenic substances in 
he treatment of these mental conditions. 
Our own results have confirmed this view- 
point**,**. Certain simple depressions which 
develop during the menopause may respond 
‘0 estrogenic material, but the response, if 
it is going to occur, is almost immediate, and 
1f results are not seen in three weeks this 
‘orm of therapy should be discontinued and 
10re active measures, such as metrazol 
hock, should be started. 


During the past two and one-half years 
ve have treated 53 patients with severe af- 
ective psychoses with metrazol shock. Thir- 
y-seven or 69.8 per cent, made a complete 
recovery. Fourteen or 26.4 per cent, recov- 


ered sufficiently to return home and resume 
part of their previous activities. This mak- 
es a grand total of 51 or 96.2 per cent of 
these patients who had a satisfactory and 
rapid result. Comparing this to the 30 per 
cent possible from expectant treatment and 
we see that metrazol shock is almost a speci- 
fic therapy for a type of condition which 
formerly was chronic and carried a poor 
prognosis. 


These recoveries have not been completely 
sustained, however. The six months’ fol- 
low-up shows that of those patients, 39 of 
the 53 cases had been at home six months or 
more, and that 24 or 61.5 per cent are still 
completely well, and 5 or 12.8 per cent are in 
a state of social remission. This is a total 
of 29 out of 39, or 74.3 per cent who have 
had a sustained good result of six months. 
This is a figure that is 21% times as large 
as the results from expectant treatment. 


Twenty-four of the 39 cases have complet- 
ed one year or more. Of these, 13 or 54.1 
per cent are in a state of complete recovery, 
and 5 or 20.8 per cent are in a state of social 
remission. This gives an over-all percentage 
of 74.9 who have sustained good results for 
one year or more. The fact that the five 
cases of social remission in the six months’ 
follow-up all appear in the one year follow- 
up disturbs the percentage figures some- 
what, but it would seem from the compari- 
son of these figures, 74.3 per cent for the six 
months’ follow-up group and 74.9 per cent 
for the one year group that if the individual 
patient can sustain his good result for six 
months it probably will be permanent. The 
group which was treated two years or more 
ago is too small for accurate analysis. 


CONCLUSIONS 


1. Metrazol convulsive shock is not the 
treatment of choice in the average case of 
schizophrenia. 


2. Metrazol convulsive shock carries a 
combined complication and mortality rate 
that is no higher than the combined compli- 
cation or mortality rate from expectant 
treatment of the affective reactions, i.e. 
manic depressive psychosis, agitative depres- 
sive psychosis, involutional melancholia, and 
the simple depressions. 


3. Metrazol therapy as given in the better 
class of private hospitals and sanitariums is 
cheaper as to total cost than the very cheap- 
est form of expectant therapy in any type 
of private institution, i.e. seclusion and pro- 
tection in a nursing home without medical 
supervision. 

4. Metrazol therapy increases the proba- 


bility of sustained permanent recovery 214 
times in the chronic affective reactions as 
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compared to expectant therapy in the best 
hospitals and sanitariums, i.e. rest, occupa- 
tional therapy, recreational therapy, hydro- 
therapy, seclusion, estrogenic substances, 
and maintenance of nutrition and hygiene. 
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Sinus Disease In Children* 


CLARK H. HALL, M.D. 
OKLAHOMA CITY 


Sinus disease in children is often taken 
lightly or completely overlooked. Delay in 
recognizing its presence retards the recovery 
of the child. Sinusitis is generally present 
in those who have frequent colds. One auth- 
or (1) is of the opinion that some degree of 
sinusitis occurs with practically every cold. 
Campbell (2) considers the condition as the 
most common of infantile diseases and con- 
siders it an important factor in producing 
otitis media. Clinically, it is present with 
definite findings in many more cases than 
is often recognized. It is frequently over- 
looked on account of its insidious develop- 
ment during some other infection and be- 
cause the predominant symptom, nasal dis- 
charge, is so commonly considered unimpor- 
tant. It is being increasingly recognized (3) 
that infected nasal sinuses rather than in- 
fected tonsils and adenoids may be respon- 





*Read before the Section on Obstetrics and Pediatrics Annual 
Meeting, Oklahoma State Medical Association, May 8, 1940, 
in Tulsa. 


sible for the intractable catarrhs of the nose 
and upper respiratory tract so often seen in 
childhood. 
ETIOLOGY 

The development and anatomical relations 
of the sinuses must be kept in mind as it is 
a different situation in childhood than in 
adult life. This has an important bearing 
on all phases and especially treatment. The 
frontal sinuses in early life may not be in 
the frontal bone, but in reality one of the 
anterior cells of the ethmoid sinus. The re- 
lationship of the floor of the nose and max- 
illary sinus varies at different ages. This is 
an important fact to be remembered in inter- 
preting clinical findings. Each sinus has its 
starting point at a definite area along the 
nasal meatus, all developing from the middle 
and superior meatus except the sphenoid 
which develops from the dorsocephalic part 
of the nasal fossa. 

The size of the sinus is in proportion to 
the age. The frequency of the early infec- 
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tion of the maxillary sinus is due to the fact 
that it is present at birth. The cavity may 
become infected due to blocking of its orifice. 
The ethmoid, sphenoid and frontal sinuses 
develop in order. 

There is a number of etiological factors 
involved. Diseased tonsils and adenoids caus- 
ing interference with drainage, forceful 
blowing of the nose, anatomical abnormali- 
ties causing interference with normal func- 
tion of the nose, lack of proper food and vit- 
amins, internal secretions, poor environment 
and living conditions and infection with or 
without allergy. Hansel and Chang (4) re- 
port 13 per cent of an unselected group of 
200 children with nasal allergy. Mitchell 
(5) feels that environment is especially im- 
portant. He found fewer cases in orphan- 
ages, dispensaries and charity practice than 
in the well-to-do. He explains this as due 
to the fact that poorer children are constant- 
ly in contact with diseases of the respiratory 
tract and therefore gradually become im- 
mune. However, we have a number of cas- 
es in children from poor living conditions 
which are in contact with upper respiratory 
infections and do not seem to develop an 
immunity. Resistance to all infections is 
lowered and no doubt the open gas heater 
with no flue connection has a bearing on the 
situation in this section of the country. Cli- 
mate and season have an influence involving 
a predisposition to colds and upper respira- 
tory diseases. Mitchell (5) reports that fre- 
quent findings of sinal activity in children 
who have lost their tonsils leaves little ques- 
tion that removal of tonsillar tissue in early 
life predisposes to sinusitis. The condition 
often is found in children who have had their 
tonsils and adenoids removed, but it is a 
question if their removal is the direct cause 
of sinusitis. There was pathology in the 
nose and throat and the physician felt that 
removal of the tonsils and adenoids was the 
remedy. Many of us are now of the opinion 
that we have erred in the past in advising 
the operation on some patients. It is often 
just an incident in the child’s illness rather 
than the cause. 

The pathology of sinusitis and its compli- 
cations is essentially the same in children 
ind adults. The infection begins in the nas- 
il mucosa, spreading by continuity of sur- 
face to one or more of the nasal sinuses and 
sometimes to the middle ear. Two important 
‘actors are the resistance of the patient and 
virulence of the invading infection. Persist- 
nt infections may lead to changes in ‘the 
mucosa. It loses its ciliated structure and 
polypoid degeneration occurs. 


SYMPTOMS 


There is no definite chain of symptoms 
characteristic of the condition. There may 


be nasal stoppage or a feeling of fullness of 
the head with nasal discharge. Pain and 
headache may be brought on by a closed em- 
pyema. Headache is not so frequent as it is 
in adults. Sneezing often is present, espec- 
ially if there is associated nasal allergy. 

The temperature may be high or low ac- 
cording to the virulence of the organism and 
the degree of drainage. The acute cases 
often are overlooked because the drainage is 
into the posterior pharynx and is swallow- 
ed. A cough may be quite troublesome at 
night but of little consequence during the 
day. This is often the case when the cold 
seems to persist. Most of the cases recover 
with comparatively few becoming chronic. 
Edema over the affected sinus and especially 
swelling in the loose subcutaneous tissue and 
redundant skin over the lower lid in its outer 
third (7) is present in some cases. 

In a series of 296 children with sinus dis- 
ease, Kerly and Lorenze (6) found the fol- 
lowing complaints : 

133 frequent colds. 

71 chronic cough and nasal discharge. 
31 asthma. 
25 rheumatism. 
17 persistent slight elevation of tempera- 
ture. 
7 recurrent headache. 
4 anorexia. 
3 acute coryza. 
1 suppurative ethmoiditis. 
1 persistent hoarseness. 
Sinusitis was demonstrated as follows: 
The frontals only in 3. 
The maxillaries only in 149. 
The maxillaries and ethmoids in 121. 
The ethmoids only in 21. 
The sphenoids in 1. 


DIAGNOSIS 


The clinical diagnosis is not always easy 
in children. A number of cases will be 
missed by both the pediatrician and rhinol- 
ogist if only the usual methods of examina- 
tion are employed. Transillumination is of 
value if positive evidence is obtained. How- 
ever, if there is reason to suspect sinusitis 
the examination should not stop here but in- 
clude radiographic study. This must be made 
very carefully and interpreted by one with 
considerable experience to be satisfactory. 


In the chronic case the history is of great 
value. Usually the child is under weight, is 
indifferent to activities of other children of 
the same age. There may be a low grade 
temperature, poor appetite, a persistent 
cough due to the nasal discharge and peri- 
bronchial infiltration, anemia, and posterior 
cervical adenitis. Raia (8) found both clin- 
ical and roentgen evidence of infection of the 
sinuses in 48 of 52 cases of bronchiectasis. 
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It is important to rule out allergy in sinu- 
sitis as the treatment will be ineffective if 
this is not taken into consideration. The ex- 
amination should include a study of the nasal 
secretions for eosinophils. Hansel and 
Chang (4) believe that in the absence of hay 
fever and asthma, nasal allergy and allergic 
bronchitis frequently are overlooked and 
that tonsillectomy is often performed because 
the symptoms are taken for those of infec- 
tion. They estimate 13 per cent of the an- 
nual total of more than a million and a quar- 
ter of tonsillectomized persons are unneces- 
sarily subjected to tonsillectomy every year. 


TREATMENT 


The basic fact is the recognition that sinu- 
sitis exists. In the acute stage the child 
should be put to bed, kept very quiet and 
plenty of fluids given. If the fever is high, 
acetylsalicylic acid in appropriate dose for 
the child’s age will reduce it to a reasonable 
level and make him more comfortable. If 
there is pain, codeine or Dover’s powder will 
give relief. A study of the bacteriology may 
indicate either sulfanilamide or sulfapyri- 
dine. A number of cases this spring has 
been positive for pneumococci and sulfapy- 
ridine has been of great value. There is 
some difference of opinion as to the local 
treatment during this stage. Some feel that 
very little, if anything, should be done as the 
congestion is of value in combating the in- 
fection. No doubt this is important, but 
much relief can be obtained by pneumotiza- 
tion and this is accomplished by shrinking 
the nasal mucous membrane. It is important 
to remember the danger of oily vehicles. A 
physiologically balanced one per cent ephed- 
rine used according to Dr. Parkinson’s 
method (9) is satisfactory. Many feel that 
neosynephrin hydrochloride solution is even 
more satisfactory. It is essential that the 
use of these drugs be not prolonged over too 
long a period of time. Irrigation is not in- 
dicated at this stage. In the subacute cases 
suction carefully applied will aid in remov- 
ing the discharge which is quite trouble- 
some. If these cases are recognized early 
and carefully treated most of them will re- 
cover and not pass into the chronic stage. 


The chronic case should be treated in a 
palliative manner before radical surgery is 
attempted. If the tonsils and adenoids are 
chronically diseased they should be removed. 
The general condition of the patient should 
be improved as much as possible with prop- 
er diet, vitamins and living conditions. A 
cold, damp climate is a poor one for a patient 
with chronic sinus disease. Exposure to up- 
per respiratory infections is to be avoided. 
If colds can be avoided there is a better 
chance of normal development of the sinuses 


and recovery from the chronic condition. If 
the conservative treatment, general and lo- 
cal, fails then operative drainage is indicat- 
ed. The operative procedure of Shay (10) 
may be considered. 


The results from the use of vaccines have 
not been highly satisfactory. Autogenous 
vaccine from a carefully obtained culture of- 
fer the most that is to be obtained in this 
phase of treatment. X-ray treatment is re- 
ceiving considerable attention and, from re- 
ports, no doubt it is of some value in selected 
cases. It is difficult to exactly evaluate this 
procedure at present. McLendon and Rath- 
bone (11) are impressed with their results 
in a limited number of cases. The allergic 
condition, if present, should be worked out. 
If this is not corrected as much as possible, 
and it may be difficult to desensitize the pa- 
tient, very little progress will be made in 
relieving the patient of the sinusitis. 


It is important that these cases be kept un- 
der observation and treatment as long as 
they continue to have sinusitis. Every ef- 
fort should be made to impress the parents 
with this fact so that they will understand 
the importance of growth and development 
of the sinuses to normal size. The progress 
can be followed with the x-ray. Sometimes 
there is some question whether the case is 
cured even with the picture. Such cases 
should be under observation over a longer 
period of time. 


CONCLUSIONS 


1. Sinusitis in children is often overlook- 
ed. 


2. The symptomatology is varied with no 
characteristic chain of symptoms. 


3. A carefully taken history is a valuable 
aid in the diagnosis especially when allergy 
is a factor. 


4. The treatment varies according to the 
stage of the sinusitis with radical measures 
used only after palliative treatment fails. 
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. . & 
Discussion 


“Brain Tumors I've Met’’ 


HARRY WILKINS, M.D. 
OKLAHOMA CITY 


It has been a pleasure to be a guest of 
your section and hear this presentation of 
material relative to the field of neurological 
surgery from a member of your group. It 
has been a particular pleasure to hear some- 
thing of the signs and symptoms of intra- 
cranial tumor as observed by someone on the 
firing line, so to speak. Quite often the pa- 
tients we see, just as in the cases cited by 
the essayist, have already had a tentative 
diagnosis and we are then confronted with 
working out some of the details. You are 
charged with the responsibility of seeing the 
patient first or by reference from the in- 
ternist or general practitioner. He or she 
will complain of one or more symptoms of 
intracranial disease, any one of which may 
be due to any one of a number of extra-cran- 
ial diseases. Your position then becomes 
particularly important in making the differ- 
ential diagnosis early. On the one hand, you 
do not wish to delay with the intracranial 
tumor case until irreparable damage has 
been done, to expose them to the expense of 
unwarranted temporizing methods or, on 
the other hand, rush every patient off to the 
neurological surgeon without just grounds 
for your tentative diagnosis of brain tumor. 
Too often they will return after having been 
subjected to considerable fear, time, and ex- 
pense to hold you responsible for what in the 
end they may decide was an unwarranted 
conclusion on your part. 

How then may you best approach these 
matters? First of all, the nervous system 
is so constructed that with an understand- 
ing of the anatomical and physiological fac- 
tors involved, one may go a great way in 
evaluating symptoms involving the cranial 
1 erves, the sensory and the motor projection 
tathways. Secondly, being housed within 
t \e cranial vault a rigid case, certain dynam- 
i-s concerning the pressure and pathways of 
te cerebro-spinal fluid are important, and 
r ust be given due consideration. Likewise 
t.e dynamics of circulating blood within the 
head, both arterial and venous, is a prom- 
inent factor in intracranial symptomatology. 
Thirdly, an understanding of the pathologi- 





*This article is a discussion of Dr. E. H. Coachman’s paper, 
train Tumors I’ve Met”, which appeared in the October issue 
The Journal.—The Editor. 


cal processes, the rapidity of change in such 
processes, and the route of entry as in the 
case of infection, better prepares one to un- 
derstand the patient’s problem. Fourth, 
trauma and the part it plays in producing in- 
tracranial changes may give one the key to 
distress from the brain lesion. 

With all of the above one must resort to 
physical and neurological examination, and 
re-examination to prove or disprove symp- 
toms that may have been encountered. Fre- 
quently laboratory procedures are necessary 
for confirmation, or to rule out a disease 
process. 

We make free use of the routine labora- 
tory and frequently ask for special tests such 
as blood Wassermanns, sedimentation rate, 
cerebrospinal cell count in the instances 
where spinal puncture is not contraindicated. 
Wassermann, colloidal gold test, total pro- 
tein, determination, sugar and chloride de- 
termination, and basal metabolic determina- 
tion, may be found helpful when indicated. 
One rarely resorts to such special tests just 
as a general investigative procedure with 
any degree of satisfaction. 

The X-ray is of invaluable aid. Occas- 
ionally it will reveal a tumor shadow, but 
more often changes in the structure of the 
skull itself helps in determining the degree, 
duration, and actual nature of the intracran- 
ial process. Of course, the advent of air 
studies by encephalography, and ventriculo- 
graphy have revolutionized neurosurgical 
diagnosis. In time the use of the electro- 
encephalogram may be just as useful and 
possibly of greater use than air studies, but 
to date this procedure is still in a more or 
less experimental stage. 

With all of the present knowledge based 
on the experiences of such great pioneers in 
the field of neurological surgery as the late 
Harvey Cushing, my chief Ernest Sachs, 
Walter Dandy and many others whom you 
know, there still is no “Royal Road” to diag- 
nosis in intracranial disease. One must first 
be mindful of the possibility of the presence 
of a brain tumor, unafraid to consider such 
a diagnosis, and then carry out the necessary 
studies for diagnosis as early as possible. 
The development of the accepted present day 
technique of treatment has so far improved 
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the outlook that one rarely hesitates to sub- 
mit to surgical and radio therapeutic meas- 
ures, and in a surprisingly high per cent of 
cases gratifying results will be the reward. 
A discussion of specific symptoms and 
signs of tumor of the brain would reach 
such proportions that we would lose track 
of the value to be obtained by consideration 
of the facts placed before us by Dr. Coach- 
man, in the presentation of these three in- 
teresting cases. I should like to call your 
attention to a few pertinent points in diag- 
nosis noted as these case reports were given. 
In the first case, there were few symptoms 
and signs. He consulted the doctor because 
of disturbed vision and on examination a 
bilateral papilledema was observed and rec- 
ognized as a sign of an intracranial tumor. 
Neurological examination gave a few 
pathological findings that were confusing 
for localization of his tumor. Ventriculo- 
graphy revealed an internal hydrocephalus 
which we recognize as evidence of a posterior 
fossa tumor. At operation which we found 
necessary to carry out in two stages, the 
diagnosis was verified and a meningioma 
placed laterally in the posterior fossa and 
completely filling and occluding the right lat- 
eral sinus for a distance of 5 cm. was re- 
moved. This type of tumor offers an ex- 
cellent prognosis when complete removal is 
possible. 
The second case presented a rather com- 
plex problem in that she was apparently hav- 
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ing symptoms of the menopause. Head- 
ache, vomiting, aphasia, right homonomous 
hemianopsia and uncinate attacks are posi- 
tive symptoms of a localized lesion of expan- 
sile type in the left temporo-parietal area and 
are readily recognized as such in contra dis- 
tention to the nervous manifestation of the 
menopause. In cases of this age group care- 
ful search should be made for primary car- 
cinoma elsewhere as metastasis to the brain 
are occasionally encountered. Pelvic, gastro- 
intestinal and chest studies were carried out 
with negative results. The tumor was veri- 
fied at operation and found to be a malig- 
nant form of glioma, but she enjoyed the 
greater part of the year that she lived fol- 
lowing operation and irradiation by deep 
X-ray. 

I did not have the pleasure of studying the 
third case. From the description in addition 
to a fairly characteristic history and neuro- 
logical pattern of an auditory neuroma, the 
X-ray revealed a positive finding that con- 
firms the diagnosis, namely the erosion of 
the petrous ridge at the site of the internal 
auditory meatus. As a rule these tumors 
are best managed by an intra-capsular enu- 
cleation giving them from three to ten years’ 
freedom from symptoms. 

Thank you for your attention and for the 
courtesy of the floor to give what I fear may 
have been a too lengthy discussion of Dr. 
Coachman’s excellent paper. I have enjoyed 
being a guest of your section. 





Modernizing Medical Public Relations” 


HARVEY T. SETHMAN, Executive Secretary 
Colorado State Medical Society 


DENVER, COLORADO 


This paper is entitled “Modernizing Medi- 
cal Public Relations” and perhaps I should 
mention first, negatively, what I believe to 
be the average physician’s misconception of 
a public relations program. I find that a 
majority of physicians and perhaps also a 
majority of the general public think of a 
public relations program in terms of press 
agents, four-color magazine advertisements 
and equally flamboyant radio programs, high 
pressure salesmanship, high priced so-called 
contact men, and legislative lobbies. 

In rare emergencies a public relations pro- 
gram may include any or all of these activi- 
ties, but if the experience of well-organized 





*Read before the First Annual Secretaries’ Conference, 
Oklahoma State Medical Association, October 27, 1940, in 
Oklahoma City. 


state medical societies in past years can be 
used as a criterion for the future, such 
emergencies seldom arise oftener than once 
in a generation. Colorado met one such 
emergency in 1922, defeating an anti-vivi- 
section camuaign. Colorado met another such 
emergency in 1938 and defeated a well-fi- 
nanced chiropractic group which tried to 
tinker with the State Constitution. Those 
two were the only such emergencies in sev- 
enty years. 

But this is not my conception of a modern 
public relations program for a medical so- 
ciety. Rather, I think of a modern public 
relations program as service to patients anc 
to the public in the traditional manner which 
the medical profession has always followed. 
plus an individual, county, and state societ; 
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sense of public responsibility, whereby each 
member of organized medicine thinks of his 
daily activities in terms of their relation to 
the whole public. 


To put it another way, every time a physi- 
cian sees a patient, he has an opportunity 
to carry out a job of public relations for 
himself and his medical society. Every time 
a County Medical Society officer receives a 
letter from outside of his medical society 
membership he has an opportunity to do a 
public relations job for his county society 
and his state society. Every time a state 
medical society officer receives a communi- 
cation from outside the membership of that 
society, and sometimes from within, he like- 
wise has that opportunity. 


To put it still a third way, I believe that a 
medical society’s public relations program 
should consist of making the crganization’s 
information and services available to the 
public, letting the public know that this in- 
formation and service is available, and then 
to a large extent letting nature take its 
course. Except in the rare emergencies 
mentioned, I do not believe in a medical so- 
ciety “pushing” public relations. There is 
nothing really new in this, but it serves mod- 
ern needs. 


A year ago in preparing a ten-year review 
of the accomplishments, and the failures, if 
any, of the Colorado State Medical Society, 
I obtained a composite opinion of state and 
national leaders concerning the principal ac- 
tivities of organized medicine since 1929. 
This was done by a questionnaire sent to 
past presidents of our own society, to all 
state secretaries who had served their states 
ten or more years, to recent past presidents 
of the American Medical Association, and to 
the American Medical Association headquar- 
ters executives who had served ten or more 
years in their respective positions. Each 
person was assured that the replies would 
be kept in strict confidence, and thus their 
thoroughly frank opinions were obtained. 


The review made at that time concerned 
itself only with the organization work of 
medical societies, not with scientific advan- 
cements by individuals or by research organ- 
izations. That must be taken into considera- 
tion, but it still strikes me as significant that 
eleven out of twenty major accomplishments, 
and seven out of eight temporary failures, 
listed in the composite opinion drawn from 
those medical leaders, had to do with public 
relations. This should be evidence enough 
of the importance of public relations. 


There are several points in what I con- 
ceive to be a modern public relations pro- 
gram for a county medical society: 


The first point is perhaps the most im- 


portant of all. The society must define one 
or more immediate goals which its public 
relations program is designed to reach. But 
back of all this, the foundation underlying 
all aims of every public relations program 
should be to increase public respect for and 
confidence in the medical profession. The 
medical society must be felt in public affairs. 
This, however, is too indefinite for the aver- 
age individual to get his teeth into. There 
must be some one or more concrete aims 
which we may assume will change from time 
to time as the general political and civic 
trends change. 


As a not too hypothetical example, let us 
assume that a county society right now elects 
as an aim, the defeat of attempts to bring 
about Federal socialization of medicine. Then 
every member of the county society must be 
made aware of that aim and must be thor- 
oughly instructed by the county officers as 
to the technique of carrying the program into 
effect. Once that is done, the basic work 
of carrying out the program falls not upon 
the officers, not upon committees, not up- 
on paid workers, not upon public relations 
counsellors, but upon the individual mem- 
bers. 


Suppose that for one solid month Dr. A. 
takes three minutes’ additional time with 
each patient to discuss socialized medicine. 
It is easy for him to open the conversation 
by asking, “What do you think of these so- 
cialized medicine plans being promoted in 
Washington?” Nine times out of ten the pa- 
tient is already opposed to any plan which 
will deprive him of his right to choose his 
own doctor and he will say so. Then in two 
minutes the doctor can persuade that patient 
to write a letter to his congressman or his 
senator and, in many instances, to both. An 
important part of this program is for the 
doctor to note that patient’s reaction and his 
promise or his lack of promise to help on the 
patient’s history card. That in itself reminds 
the doctor the next time he sees the same 
patient to say, “By the way, did you write 
to Senator Jones?” Let me here warn 
against form letters or stereotyped messag- 
es. Every public official and his secretary 
can readily identify a form letter and he 
gives it no weight; but sincere, personal let- 
ters from constituents, when multiplied into 
the hundreds and into the thousands, are 
what make or break a legislative program in 
Washington. If every member of the Okla- 
homa State Medical Association inspired just 
a few such letters scattered over the next 
three months, it is as certain as tomorrow’s 
sunrise that no Oklahoma vote would be cast 
in Congress for a system of socialized medi- 
cine. 


Still another example of using this three 
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extra minutes with each patient might de- 
velop as follows: Dr. A. knows that his pa- 
tient, Mrs. B., is active in one of the larger 
women’s clubs. In less than a minute he 
can get her talking about her club’s activi- 
ties. Then comes his question: “By the 
way, what does your club think about so- 
cialized medicine?” If her club has devoted 
study to socialized medicine and is opposed 
to it, fine; then the question: “Has your 
club let the politicians know that?” Or sup- 
pose her club has not heard the medical pro- 
fession’s views on the subject — then the 
suggestion: “If you would call the secre- 
tary of our county medical society, he will 
get a good speaker on the subject for you.” 


That brings up the thought of a medical 
society speakers’ bureau, which is simpler to 
operate than most physicians realize, and 
which I will discuss a little later. 


I have dwelt on the socialized medicine 
idea in presenting the thought of three extra 
minutes with each patient for a month, be- 
cause socialized medicine is a vital current 
issue. But it is only one example. Suppose 
your society elects for the next year to em- 
phasize an immunization program for the 
schools, to sponsor a certain piece of state 
legislation, to gain support for a sewage dis- 
posal plant, to get funds for an addition to 
the local hospital — no matter what the pro- 
ject so long as it is a proper one for a med- 
ical society to support—the same techniques 
of gaining public understanding and building 
public support will apply. The individual 
doctor talking to his individual patient is the 
prime motive force in any medical public re- 
lations program. 

Experience in many county societies over 
the country has shown that in spite of the 
tornado of propaganda directed against the 
medical profession, the majority of the gen- 
eral public approves of organized medicine’s 
policies the instant those policies are explain- 
ed. But it takes a few minutes of a family 
doctor’s time to do the explaining, and then 
it takes his request to inspire action. 

There are specific ways in which a county 
medical society can modernize its public re- 
lations, in addition to the work to be done 
uniformly by all of its members. We think 
automatically of press relations, of radio, 
and public speaking. 

Weekly or other periodic press releases 
have been attempted by many county and 
state medical societies but in my opinion 
have usually failed to hit the mark. Press 
releases, as such, should be issued only when 
there is actual news to be transmitted, and 
a friendly discussion between a county so- 
ciety officer and the local newspaper editor 
will quickly bring about an understanding as 
to what is and is not general news from the 


editor’s point of view. My preference is to 
let things develop by request from the news- 
papers, and these requests will develop, rap- 
idly, if a simple plan is carried out and is 
thoroughly understood by each member of 
the medical society. 


Let one, or at most, two men, be designated 
by the county society to give information to 
the press. In many instances this man can 
be the president of the county medical. so- 
ciety, but in every instance he should be a 
man who has discussed such matters thor- 
oughly with newspaper men and has the con- 
fidence of newspaper men. When a news- 
paper wants information about a medical ac- 
tivity, or wants local comment on a medical 
story originating elsewhere, the newspaper 
should know whom to contact and should 
know in advance that the information, if at 
all available, will be instantly forthcoming. 
When such a program has been inaugurated 
by and for the county medical society, direct 
quotation of the doctor who is the society’s 
representative and the use of his name 
should always be permitted. 


Radio programs must of course be limited 
to those county societies where radio stations 
are in operation, and in some instances will 
become the job of the state association. Ex- 
cept in real emergency, I question the advis- 
ability ever of buying radio time, or buying 
advertising space in a newspaper. A medical 
society is not organized for the purpose of 
selling itself or its members to the public. 
If it were, the buying of radio time and 
newspaper space would be justified. Rather, 
medical organizations exist to advance the 
science and art of medicine, and they are 
civic organizations looking toward the im- 
provement of public health. Reverting back 
to an earlier remark, our society services 
therefore should be constantly offered to the 
public through the public’s usual means of 
intercommunication but should never be 
pushed upon the public. 


Any large county society whose major 
city has a radio station needs a radio com- 
mittee. This committee can obtain from the 
American Medical Association a sizeable lib- 
rary of prepared five, ten, and fifteen-min- 
ute educational talks on every conceivable 
subject relating to medicine, public health, 
and medical economics. Every such radio 
committee should have a file of these talks 
and should index them carefully as to seas- 
ons, occasions, and special events. The com- 
mittee should then organize and coach a 
small group of physicians who have good 
radio voices, so that they are prepared to de- 
liver the talks on short notice. Then the 
committee chairman can go over the situa- 
tion with the program director of the local 
radio station and explain to him what mater- 
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ial the county society has available for use 
at his pleasure. 


Every radio station must under Federal 
law give a certain proportion of its time to 
educational programs as distinguished from 
commercial programs. Every station occas- 
ionally finds itself in the position of need- 
ing more educational material this week or 
this month to maintain the proportion. When 
the radio program director is aware that on 
short notice he can get an educational talk 
from the county medical society, you will be 
surprised how often a call for such a talk 
will reach your committee. Occasionally this 
will develop, as it has on two occasions in 
Colorado, to the point that a radio station 
will request a society to supply a weekly pro- 
gram for a period of months. 


The American Medical Association’s pre- 
pared radio talks can, and, in many instanc- 
es, should be, rewritten by the local radio 
committee to localize them. In such rewrit- 
ing any attempt to “advertise” the medical 
profession must be avoided or the talk will 
be very properly rejected by the radio sta- 
tion on the ground that it has become com- 
mercial instead of purely educational. Like- 
wise, controversial subjects are to be avoid- 
ed. From your state officers I learn that 
several county societies in Oklahoma are do- 
ing an excellent radio job. 


Similarly, every county society of a reas- 
onable size, say of twenty or more members, 
needs a speaker’s bureau, in many instances 
simply a committee of three to five members. 
For perhaps the first year of operating the 
bureau, the prepared fifteen-minute radio 
talks available from the American Medical 
Association could be used as samples from 
which expanded talks could be prepared. The 
American Medical Association Bureau of 
Heaith Education also will supply material 
on thousands of subjects for the local bu- 
reau’s use in preparing its own public ad- 
dresses. The local committee could coach a 
small group of physicians for delivery of 
these addresses before lay organizations as 
representatives of the county society. 


Whenever possible, such talks should in- 
clude a few paragraphs explaining current 
activities of organized medicine, but again, 
advertisement of the profession, like “Be 
sure to consult your family physician in such 
a case,” must be avoided. 


When a group of physicians has been 
coached and is ready to serve, not before; a 
simple form letter offering such services 
might be sent to the secretary of all active 
lay organizations in the district: business 
mens’ service clubs, womens’ clubs, and or- 
zations too numerous to mention. The pro- 
gram director for a club is frequently in 


a dither to find a program for next week, 
and a county medical society speaker’s bu- 
reau is often the answer to his prayer. 


Many active county societies, probably in- 
cluding some in Oklahoma, are already car- 
rying out these very plans, but there is one 
other point which is more neglected than 
observed and that is the county medical so- 
ciety’s interest in general civic affairs. How 
many times has your county medical society 
been asked to name a representative on the 
local Community Chest Drive, to sit in on a 
school conference, to appoint a member of a 
civic planning committee, to assist in some 
community survey such as a study of traffic 
accidents? These are just a few of a hun- 
dred possibilities. Each county society 
should be prepared to act, and act quickly, 
whenever such a request comes. Seldom, if 
ever, should such a request be declined. 


If your society does not receive such re- 
quests, let us refer again to that extra three 
minutes with each patient. Doctor A. can 
politely inquire of the patient who is prom- 
inent in civic affairs as to what his group is 
doing. The first thing the doctor knows will 
come the remark, “Well, our Chamber of 
Commerce wishes we could get a doctor to 
serve on such and such a committee.” The 
reply should be instant: “Just call Dr. 
Smith, president of the county medical so- 
ciety, and he will be glad to appoint a repre- 
sentative.” A little thought along these lines 
will convince each of you that there is scarce- 
ly a civic activity in any one of your com- 
munities where the advice and counsel of a 
county medical society representative would 
not be more than welcome. 


Before leaving the thought of inspiring 
the county medical society toward a more 
active part in general civic affairs, | want 
to emphasize liaison with lay organizations 
by putting a number of specific questions: 


Does your county society meet at least 
once a year jointly with the local dental so- 
ciety? Does it meet annually with the local 
bar association? Does it invite the nurses’ 
association to designate a speaker for a med- 
ical society program at least annually? Does 
it likewise invite the pharmacal association, 
the hospital association, and the veterinary 
medical association to send a speaker? Do 
your county society officers begin their an- 
nual terms of office by consulting with ex- 
ecutives of the local American Legion, Jun- 
ior Chamber of Commerce, School Board, 
Public Health Association, etc., just to talk 
things over and see what the year is likely 
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to bring forth? Formal interchanges are 
not always best; frequently more good can 
be done by two presidents and two secretar- 
ies across a luncheon table than by a joint 
meeting of two large organizations. 


But unless your county society does all of 
these things, with the necessary variations 
to suit local conditions, it is missing a won- 
derful opportunity to extend its influence. 


Similarly we may ask: Does your state 
association invite each of the associations 
representing a profession allied to medicine 
to appoint a fraternal delegate to the An- 
nual Session? Does it ask each such associa- 
tion occasionally to appoint a guest speaker 
to appear on your Annual Session program? 
Does it always invite each such association 
to present a scientific exhibit at the Annual 
Session? Finally, I cannot close the subject 
of medical public relations without touching 
upon scientific standards. A very wise doc- 
tor once said to me: “If all doctors were 
good doctors, there wouldn’t be any prob- 
lems of medical economics or state medi- 
cine.” That of course would be Utopian, but 
the moral is clear, and it is important to re- 
member in thinking of public relations. It 
should be part of every county society’s pub- 
lic relations program to accept and shoulder 
the moral responsibility for the standards of 
medical practice within its jurisdiction. If 
a county medical society expects public con- 
fidence and respect, and the privileges of 
leadership, it must be sure that its own house 
is kept clean; it must see that any form of 
charlatanism is fearlessly exposed. As near- 
ly as it is humanly possible, the society must 
keep all its membership up to modern stand- 
ards, and it must occasionally let the public 
know its membership roster. Otherwise, as 
too often in the past, medical societies and 
the whole profession are blamed for the acts 
of quacks and cultists who find some means 
of tacking “Dr.” in front of their names. 


State and national officers can and should 
advise and lead, state and national houses of 
delegates can and should establish general 
policies, but just as it is in every other de- 
partment of organized medical activitiy, so 1t 
is in public relations: the county society is 
the basic unit of medical organization. And 
though state and national policies may guide, 
local conditions occasionally make variations, 
even reversed policies, necessary. County 
society officers need therefore always to bear 
in mind that whatever is good for the public 
in that community is good for the medical 
profession ; and whatever is bad for the gen- 
eral public is bound to be bad for the profes- 
sion. It is axiomatic that a doctor is first 
of all a citizen of his community; it follows 
then that a medical society is first of all a 
civic organization. 


Applications For Fellowship 
Are Due December 15 


Applications for the Lewis Cass Ledyard, Jr. Fellow- 
ship for the academic year 1941-42 should be in the 
hands of the Committee by the 15th of December, The 
Journal has been advised. 

The Lewis Cass Ledyard, Jr., Fellowship was estab- 
lished in 1939 by a gift from Mrs. Ruth E. Ledyard, 
wife of the late Lewis Cass Ledyard, Jr., a Governor 
of The New York Hospital. The income, amounting to 
approximately $4,000.00 annually, will be awarded to an 
investigator in the fields of medicine and surgery, or 
in any closely related field. This amount will be ap- 
plied as follows: $3,000.00 as a stipend and approxi- 
mately $1,000.00 for supplies or expenses of the research. 

In making the award, preference will be given to 
younger applicants who are graduates in medicine, and 
who have demonstrated fitness to carry on original 
research of high order. The recipient of this Fellow- 
ship will be required to submit reports of his work 
under the Fellowship, either at stated intervals or at 
the end of the academic year; and when the result of 
his work is published he will be expected to give proper 
credit to the Lewis Cass Ledyard, Jr. Fellowship. 

The research work under this Fellowship is to be car- 
ried on at The New York Hospital and Cornell Univer- 
sity Medical College. The Fellowship will be available 
on July Ist at the beginning of the academic year. It 
is expected that the award will be made by March 15, 
1941. 

Application for this Fellowship should be addressed to 
The Committee of the Lewis Cass Ledyard, Jr. Fellow- 
ship, The Society of The New York Hospital, 525 East 
68th Street, New York, N. Y. 


A. A. U. W. Offers Fellowship In 
Public Health To Women 


Announcement has been received by The Journal of 
the Mary Pemberton Nourse Memorial Fellowship in 
Public Health, of the value of $1,250, to be awarded by 
the American Association of University Women for the 
academic year 1941-1942. Applications for the fellow- 
ship are due on December 15, 1940. 

Women applying for the fellowship must possess a 
bachelor’s degree or its equivalent. They must also 
have completed a minimum of either two years of grad- 
uate study tending toward public health work (for in- 
stance, in such subjects as biology, chemistry, the medical 
sciences, economics, sociology), or two years of practical 
work in the field of public health. 

Preference will be given to those candidates who 
have completed two years of residence work for the 
doctorate or who have already received the degree. 

The fellowship may be used for any work along the 
lines of public health work which shall be approved by 
the committee. The following three types of work indi- 
eate the directions in which it may be used: 

1. Extensive study of public health problems and 
practice abroad or in the United States. 

2. Intensive study of special problems relating to 
public health work. 

3. Study of the science of public health. 

In the letter of application required of all candidates 
the applicant for this fellowship must explain fully her 
conception of public health work. A personal confer- 
ence between the candidate and a member of the com- 
mittee will be arranged wherever it is possible. 

Correspondence concerning directions for applying for 
the fellowship, the conditions of acceptance, etc., should 
be addressed to: Secretary, Committee on Fellowship 
Awards, American Association of University Women, 
1624 I Street, N.W., Washington, D. C. 
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THE OLD, OLD STORY 


There is one letter that most of us accept 
as a tradition of Christmas. It is the letter 
that brings us our Christmas Seals. Year 
after year, we receive that letter. We send 
our money. We do this because we know 
that something worthwhile is being done 
with our money. 

Few of us, though, take an active interest 
in how our money is spent to combat one 
of our most dreadful enemies — tuberculosis. 
The horror of tuberculosis is fading grad- 
ually. That is enough for most of us. We 
read each year of the declining death rate. 
Perhaps, we even know the fact that the 
death rate from tuberculosis among people 
of all ages has been cut three-fourths since 
1907, the first year of the Seal Sale. 

We have forgotten the despair that once 
struck us whenever we heard the verdict — 
consumption. We know now that tubercu- 
losis, if discovered in time, can be cured. We 
know that the X-ray can find early tubercu- 
losis in time to cure it. 

This year, as in other years recently, the 
tuberculosis associations are asking us to do 
one more thing in addition to giving our dol- 
lars. Their request is reasonable. Their 
having to make such a request is ironical. 
They are forced to ask us to drop our atti- 
tude of complacency toward tuberculosis. 
Great though the victories of the past are, 
tuberculosis is not under control in this 
country. It is our lives and our children’s 
lives the tuberculosis associations are fight- 
ing for. 

More persons between the ages of 15 and 
145 are killed by tuberculosis than by any 
other disease. And these are the young, ac- 
tive, productive years of life. 

Sixty-four thousand persons died of tuber- 
culosis last year. That means that the dis- 
ease killed 175 persons a day, or one person 
every eight minutes. 

So the eradication of tuberculosis cannot 
yet be taken complacently. It can be eradi- 
cated. It will be eradicated—if we continue 
to regard the disease as a deadly enemy that 
can be forced out of this country through 
the combined efforts of scientists, medical 
men, health departments, tuberculosis asso- 
ciations and every single individual in this 
country. 

We are fairly warned this year that if our 
own money must be used to fight our own in- 
difference and complacency toward a deadly 


enemy of ours, as well as used to fight the 
enemy itself, complete victory will be delayed 
interminably. 

We must restore meaning to Christmas 
Seals. We must consider them as the sym- 
bols of the financial power that is impera- 
tive to free ourselves and our children from 
a deadly scourge that, as yet, we have not 
conquered. 


“LEST WE FORGET” 


Approximately fifty years ago, two broth- 
ers were working under Osler at Hopkins. 
Thomas and John (Jack) McCrae had suc- 
ceeded Barker and were destined to figure 
largely in the history of medicine and in 
the hearts of men. 

Many years later John was with the Mc- 
Gill Unit in France. After Ypres and 
LaBassee he spent a few days with the Os- 
lers at Oxford. Lady Osler writes about 
his tattered clothes, his worn body and his 
hatred of the Germans engendered by his 
experience at the front. After a needed rest 
she says: “We repacked him and sent him 
off.” It was suggested that he may have had 
the lines of his immortal poem in his pocket 
at the time. “In Flanders Fields” shall never 
be forgotten. It reveals the tragedy and 
glory of the supreme sacrifice. He had 
thrown to us the torch with the admonition: 
“Be yours to hold it high.” 

Concerning the poem, McCrae’s command- 
ing officer, Major General E. W. B. Morri- 
son, wrote: “This poem was literally born of 
fire and blood during the hottest phase of 
the second battle of Ypres. My headquar- 
ters were in a trench on the top bank of the 
Ypres Canal, and John had his dressing sta- 
tion in a hole dug in the foot of the bank. 
During periods in the battle, men who were 
shot actually rolled down the bank into his 
dressing station. Many times during the 16 
days of battle he and I watched the chaplains 
burying their dead whenever there was a 
lull. 

“Thus, the crosses, row on row, grew into 
a good-sized cemetery. .. . McCrae himself 
is buried near by, and, across the years, his 
grave, too, has become a place of meditation 
and prayer. On Armistice Day each year it 
is sprinkled with blood-red poppies from 
Flanders.” 

Hitler’s irreverent hordes have mangled 
the poppies in Flanders Fields, but the sac- 
red dust of heroes still inhabits the soi] and 
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the spirit of the dead calling across the chan- 
nel helps to keep alive the flickering torch of 
liberty. The medical profession of this hemi- 
sphere must be ready to follow his example 
if necessity demands. 


After the war had robbed Osler of his only 
son, and a friendly pneumonia had relieved 
him of the responsibility of life and “a grief 
he could not throw off,” Thomas McCrae was 
honored with the task of keeping his Prin- 
ciples and Practice of Medicine alive. In the 
fall of 1931, Dr. McCrae came as a guest of 
the Oklahoma City Clinical Society. In ad- 
dition to his participation in the regular pro- 
gram, his clinic at the University Hospital 
was significant. Those who were pres- 
ent were impressed with his modest but 
authoritative presentation, his keen clinical 
perception, his level reasoning, his logical 
conclusions, and, finally, his delicate consid- 
eration for the comfort and feelings of 
charity patients. 


It should be a matter of gratification and 
inspiration to the profession of Oklahoma to 
know that after his return to Philadelphia, 
he wrote: “It was a pleasure to see such an 
enthusiastic gathering and to meet a number 
of the men in your community. I was much 
impressed by the men whom I met. You 
evidently have splendid representatives of 
the profession.” 

In these dark days, the recollection of 
such courageous torch bearers may help us 
keep the faith.—-L.J.M. 





NEW OFFICERS 


In December most County Medical Socie- 
ties elect officers and collect the annual dues. 


These are both important functions. 


The election of officers is important as 
each officer has an important function, not 
only in the individual County Society but as 
an integral part of the State and National 
organizations. They should be physicians 
thoroughly sold on the necessity and value 
of medical organization and willing to give 
of their time and energy to develop a pro- 
gram of advancement along constructive 
lines. They should be outstanding members 
as it will be their duty to represent organiz- 
ed medicine in their respective communities. 


As to the second feature, the payment of 
dues. This should be carried out by the in- 
dividual member without solicitation by the 
secretary. Each member should be more in- 
terested in paying his dues than the officers 
are in collecting them. The County, State 
and National Associations are yours, they 
don’t belong to the officers, and these organ- 
izations depend, for their influence, upon the 
individual members. Therefore, protect 


yourself and your profession by prompt ful- 
fillment of your obligations. 

Now to the secretaries. Be sure that a list 
of your officers, including delegates, is 
promptly submitted to the Executive Secre- 
tary. Be sure also to carefully fill out the 
membership sheets in remitting dues so that 
our headquarters may have complete name 
and proper address of each member when his 
dues are paid. 





A. M. A. Trial Postponed Indefinitely 


Referring to the trial of the American Medical Asso- 
ciation and certain of its officials for alleged violation 
of the Sherman Anti-Trust Laws, scheduled to start in 
Washington, D. C., on October 21, The Journal of the 
Association in its October 26 issue says: 

‘* According to an announcement issued in Washing- 
ton on October 17 by United States Attorney Edward 
M. Curran, Justice James W. Morris, who is presiding 
in Criminal Court No. 2 of the District Court, dis- 
qualified himself from sitting on the case because of 
his former connection with the Justice Department as 
assistant attorney general. Justice F. Dickinson Letts, 
now presiding in Court No. 1, is in the middle of a first 
degree murder case and has a heavy assignment for 
the next few weeks. ‘Since no third criminal court is 
available at the present time,’ said United States Attor- 
ney Edward M. Curran, ‘I have taken the case off 
the assignment and it will be set down for trial in the 
future on a date agreeable to both the government and 
the defense.’ 

‘*This postponement will release the officials of the 
Association, therefore, to a continuation of their work 
in the headquarters office and in other capacities so 
essential particularly at the present time.’’ 





Dermatologists Convene In 
Chicago In December 


Over 600 dermatologists from all parts of the United 
States and Canada are expected to convene in Chicago 
for the third annual meeting of the American Academy 
of Dermatology and Syphilology at the Palmer House, 
December 8, 9, 10, and 11. There will be over 60 
lectures on the program from Monday, December 9, 
through Wednesday, December 11. Sessions will be in 
the form of symposia, special lectures in courses of one 
to four hours each; numerous luncheon round table dis- 
cussions, and clinical presentations at the University of 
Illinois Medical School in Chicago. 

Guest speakers include Dr. Cyrus G. Sturgis, Profes- 
sor of Medicine, University of Michigan, speaking on 
‘*Diseases of the Blood and Blood Forming Organs— 
Their Relation to the Skin and Mucous Membranes’’ 
(Monday morning); Dr. William F. Petersen, Professor 
of Pathology, University of Illinois, speaking on ‘‘ The 
Patient, His Skin and the Weather’’ (Wednesday af- 
ternoon); and Dr. Elmer L. Sevringhaus, Professor of 
Medicine, University of Wisconsin, who speaks Tuesday 
afternoon on ‘‘Endocrines and Their Relation to Der- 
matology.’’ The annual banquet is scheduled for Tues- 
day evening. 

Actual cases of rare dermatoses and of other impor- 
tant skin diseases will be presented at the University 
of Illinois Medical School Monday afternoon, December 
9, by a score of leading dermatologists from various 
parts of the country. These clinical presentations will 
be arranged so that visiting dermatologists and syphili- 
ologists can attend several different presentations dur- 
ing the afternoon. Discussion of rare dermatoses fol- 
lows the meeting and will be resumed in the Palmer 
House that evening. 
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The First Annual Secretaries’ Conference of the Oklahoma State Medical Associa- 
tion held in Oklahoma City October 27 can be considered a progressive endeavor form- 
ulated to allow the different county societies, through their secretaries, the opportunity 
of discussing their problems and profiting by their mutual experiences. 


Sixty-three representatives from the majority of the counties of the state were pres- 
ent and took part in the proceedings. 


The subjects on the program were well-prepared and well worth anyone’s time. The 
program for the evening dinner, headlined by Holman Taylor, M.D., Secretary of the 
State Medical Association of Texas, and Mr. Harvey T. Sethman, Executive Secretary of 
the Colorado State Medical Society, was outstanding. The Conference also was fortunate 


in having the President of the American Medical Association, Dr. Nathan B. Van Etten, 
present. 


To the secretaries who were unable to attend, it is my earnest hope that such will 
not be the case at the next meeting. Everyone will profit by 100 per cent attendance. 


Mtthiaiass 


President. 
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Clinical Society Convention Draws 
Record Attendance 


The 1940 session of the Oklahoma City Clinical So- 
ciety, which closed its four day program on October 31 
at the Biltmore Hotel in Oklahoma City, was one of 
unusual merit. Contributing to this were several fac- 
tors, including a distinguished speakers’ roster of out- 
standing teachers, splendid cooperation from the Okla- 
homa City Chamber of Commerce and the Biltmore 
Hotel, an effective and efficient organization, and 
beautiful weather. 

The total registration this year was larger than it 
has ever been before, bearing out the established repu- 
tation of the meeting for steady and consistent growth. 
The registration figure stood at 840, an increase of 27 
over the 1939 registration. Broken down, it was as 
follows: 


Associate Members ............. 
Guest Speakers ..................- 
Honorary Members .. oa 
A SS EE Lee ete noe. é 





Wives of Visiting Doctors .-............................. 138 
eran ee 7 


Texas, Kansas, Arkansas and Colorado were well- 
represented at the meeting, and other states having rep- 
resentatives were California, Pennsylvania, Florida, Mis- 
souri, Wyoming, New Mexico and Arizona. 

The meeting was saddened by the death of Dr. LeRoy 
Long, one of the early organizers of the society and 
an outstanding member of the medical profession in the 
state. 

Society members were elated that no injuries were 
suffered by Dr. Robert J. Crossen and Dr. Richard 8. 
Weiss, two of the guest speakers, in the train wreck that 
delayed their appearance on the program. An expression 
of gratitude was given by the officers for the splendid 
cooperation of the guest speakers who assisted in the 
emergency occasioned by the accident. They likewise 
were grateful to Dr. Adson who substituted for Dr. 
Ernest Sachs. 

Dates for next year’s conference have not been def- 
initely set, but members are looking forward to another 
highly successful meeting at that time. 





Northeast Oklahoma Society 
Elects New Officers 


Dr. Isadore Dyer of Tahlequah was elected new pres- 
ident of the Northeast Oklahoma Medical Society, suc- 
ceeding Dr. W. G. Chesnut of Miami, at the organiza- 
tion’s meeting in Tahlequah October 22. Dr. H. K. 
Riddle of Coweta was named vice-president, and Dr. W. 
Jackson Sayles of Miami was reelected secretary-treas- 
urer. 

On motion, the name of the association was changed 
from the Eighth Councilor District Clinical Society to 
the Northeast Oklahoma Medical Society. Henryetta 
was chosen as the meeting place for the next conclave, 
to be held in the latter part of January. 

Of great interest were the papers of the two guest 
speakers, Dr. A. N. Arneson and Dr. Brian Blades, both 
of St. Louis, and both members of the staff of Washing- 
ton University’s School of Medicine. Dr. Arneson gave 
an instructive paper on ‘‘Cervical and Corpus Uterine 
Carcinoma,’’ and Dr. Blades spoke on ‘‘ Bronchiectasis,’’ 
with special reference to treatment by lobectomy. 


First Secretaries’ Conference 
Acclaimed A Success 


Inaugurating the First Annual Secretaries’ Confer- 
ence of the Oklahoma State Medical Association, over 
sixty county representatives assembled in Oklahoma City 
October 27. Dr. Holman Taylor of Texas and Mr. 
Harvey Sethman of Colorado attended the Conference 
as guest speakers and gave splendid addresses on ‘‘Co- 
operation Between County Medical Societies and the 
Executive Office,’’ and ‘‘ Modernizing Medical Public 
Relations,’’ respectively. In addition to the two guest 
speakers, the Conference was honored by the attendance 
at the evening dinner of Dr. Nathan B. Van Etten, Pres- 
ident of the American Medical Association. 


The Conference, designed to bring about closer coop- 
eration and a more thorough understanding of mutual 
problems of the county societies and the Executive Of- 
fice of the Association, was a distinct success, as exem- 
plified by the action of the county secretaries in adopt- 
ing a resolution to make the organization permanent. 


The secretaries also chose a permanent chairman for 
the Conference, electing Dr. Roy L. Smith of Tulsa to 
that office. 

Dr. Smith, upon his election as chairman, appointed a 
Constitution and By-Laws Committee composed of Dr. 
Shade D. Neely of Muskogee, chairman, Dr. W. W. 
Rucks, Jr., of Oklahoma City, Dr. John R. Walker of 
Enid, and Dr. John R. Callaway of Pauls Valley. The 
Conference also voted to submit the Constitution and 
By-Laws to the Council for approval before they are 
adopted at the next meeting. 

The afternoon meeting began promptly at one o’clock 
and followed the announced program. Dr. Tom Lowry, 
President of the Oklahoma County Medical Association, 
welcomed the secretaries to Oklahoma City and, after 
Dr. Turner, President of the Association, reported on 
the affairs of the Association, the Conference took up 
the discussion of county society problems. 

Dr. John R. Walker of Garfield County discussed 
membership and the attendant responsibilities of the 
secretary and each member. Dr. J. V. Athey of Wash- 
ington-Nowata County pointed out the advisability of 
well-rounded, carefully planned medical programs. It 
was interesting to learn that since before 1914 the 
Washington County Society, and lately the Washington- 
Nowata Society, has had printed programs for the en- 
tire year, thus allowing each member the opportunity to 
review the program and also giving each member who 
is scheduled to present a paper adequate time to prepare 
his subject. Dr. Donald Angus of Comanche County 
talked on the Farm Security Administration Medical 
Plan and, from the general discussion following Dr. An- 
gus’ paper, this problem was one of the most prevalent 
among the county societies. 

Mr. Walter R. McBee, Director of Group Hospital 
Service, gave a report on the activities of Group Hos- 
pital Service and the work it is attempting to do in 
the state in providing hospitalization for the public on 
a basis everyone can afford to pay. Dr. Turner out- 
lined the progress of the Medical Preparedness Commit- 
tee of the Association and again stressed the necessity 
for every doctor in Oklahoma, whether actively practic- 
ing or not, to fill out and return the A. M. A. Qus- 
tionnaire. 

At this point in the program, through the courtesy 
of the Borden Milk Company, refreshments were serv- 
ed the Conference. Following the intermission, Dr. L. D. 
Hudson of Dewey and Dr. Harper Wright of Oklahoma 
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Etching from a pen study of Polyclinic by Edward Henderson 


PRIVATELY-OWNED FOR 
PRIVATE PATIENTS 


Polyclinic is a hospital founded, planned and built by a physician. 
In it are incorporated the best ideas of modern design and equip- 
ment. Here the physician finds every convenience to contribute 


to the efficiency of his service. 


There is no regular staff of physicians at Polyclinic. Any compe- 
tent, ethical doctor is welcome to practice here. Thorough, im- 
partial service, based upon the highest medical ethics, is Poly- 
clinic’s constant aim. 


POLYCLINIC HOSPITAL 


THIRTEENTH and ROBINSON OKLAHOMA CITY 


























26 JOURNAL OF THE OKLAHOMA State MepicaLt ASSOCIATION 


City discussed State Question No. 241, the Initiative 
Petition to amend the Medical Practice Act, and the 
necessity for each and every member of a county medi- 
eal society to do his or her part in properly explaining 
the contents of the measure to their friends in order that 
they might know the extent to which this measure 
would affect the health and welfare of the people of 
Oklahoma. 

Mr. Hugh Payne of the State Health Department then 
read a paper on County Health Units, and Mr. Mott 
Keys of the State Insurance Fund gave a discussion on 
the work of the Fund, how it affected the doctors of 
the state, and the efforts that were being made to im- 
prove the facilities of the Fund. Miss Lorraine Ketchum 
of the Oklahoma Public Welfare Department discussed 
the work of this department and its relation to the 
medical profession. Dr, L. 8. Willour, Editor of The 
Journal, followed Miss Ketchum with a report on The 
Journal of the Association, and Mr. Graham, the Execu- 
tive Secretary, discussed the business transactions be- 
tween the county societies and the Association’s office. 

Following the presentation of the prepared program, 
a general discussion period was held, and Dr. Johnny A. 
Blue, Secretary of the Texas County Society, pointed 
out and discussed the problems of the small county so- 
cieties in arranging programs that would interest the 
members. This question seemed to affect many of the 
societies in the state and, because of its seriousness, and 
on motion of Dr. Paul Hemphill of Osage County, it 
was voted to make the matter of programs for the small- 
er county societies the first order of business at the 
next meeting. It was also suggested that the Conference 
study the advisability of the State Association establish- 
ing a speakers’ bureau for the purpose of providing in- 
teresting speakers well-versed in their subjects for scien- 
tific talks on county society programs. 

The evening banquet and program was, in the opinion 
of everyone present, one of the finest ever presented in 
Oklahoma. Both Dr. Holman Taylor and Mr. Harvey 
T. Sethman are outstanding state secretaries, and their 
discussions of their subjects were masterpieces.* The 
Association was indeed fortunate in having two such 
outstanding men to inaugurate the proposal of having 
an Annual Secretaries’ Conference. It is hoped that at 
the next meeting of the secretaries, there will be one 
hundred per cent attendance. 





*Mr. Sethman’s paper is published in this issue of The 
Journal, and appears on page 16. Everyone should read this 
timely discussion of a pertinent topic. 





Vitamin Advertising and Mead Johnson’s Policy 


The present spectacle of vitamin advertising running 
riot in newspapers and magazines and via radio empha- 
sizes the importance of the physician as a controlling 
agent in the use of vitamin products. 

Mead Johnson and Company feel that vitamin ther- 
apy, like infant feeding, should be in the hands of the 
medical profession, and consequently refrain from ex- 
ploiting vitamins to the public. 





Speaking on ‘‘The Use of Sex Hormones in the 
Male,’’ Dr. Henry H. Turner, President of the Asso- 
ciation, made a guest appearance before the Dallas 
Academy of Medicine in Dallas on October 14. 





NEW BOOKS 











MODERN DERMATOLOGY AND SYPHILOLOGY, By 
William Becker, M.D., Associate Professor of Derma- 
tology and Syphilology, Kuppenheimer Foundation, 
University of Chicago; and Maximillian E. Obermay- 
er, M.D., Assistant Professor of Dermatology and 
Syphilology, Kuppenheimer Foundation, University of 
Chicago. J. P. Lippincott Company, Philadelphia. 
This textbook is one of the best this reviewer has had 

the pleasure to read, because it fulfills the authors’ 
objective as mentioned in their preface, that ‘‘a textbook 
should present primarily the ideas and methods of the 
author, and secondarily those of other workers.’’ Each 
group of skin lesions is presented in the same lecture 
type style as given by the authors to their students— 
orientation, etilogy, characteristic lesions, histopathology, 
and treatment. 

The treatment of the various skin lesions in each case 
is clear, concise, and unusually simplified, which should 
appeal to most physicians. Calamine lotion and potas- 
sium permanganate, for example, are recommended re- 
peatedly without apology for the simplicity of treat- 
ment. The authors do not confuse the reader by listing 
numerous prescriptions or procedures used by others. 
The rare skin lesions are given but little space, because 
of the authors’ desire to make this book practical. 

The functional aspect of many skin lesions is stress- 
ed in this book. This approach to the etiology and 
therefore treatment of many of the common dermatosis 
is one of the reasons why this textbook can be called 
modern. 

Syphilology in all its multiple phases is presented in 
the same clear concise fashion as other skin lesions. 
About one-fourth of the book is devoted to this subject. 
An excellent outline or chart for treatment is present 
for quick reference 





Army Medical Library Asks For Reprints 


The Journal has been advised by the Army Medical 
Library, Washington, D. C., that authors’ reprints are 
gratefully received at the Library. They are placed in 
a special collection catalogued by author and thus form 
a ready bibliography of the work of any given writer 
and a valuable supplementary source of material when 
the volume of original publication is temporarily un- 
available at the bindery or on loan. 





Dr. Earl McBride of Oklahoma City recently announe 
ed his resignation as medical advisor to the State Insur- 
ance Fund. Dr. McBride had held this position for 
several months. 





Appointment of three new county health superinten- 
dents, effective October 25, has been announced by Dr. 
G. F. Mathews, Commissioner of the State Health De- 
partment. They are: Pontotoe County, Dr. W. R. 
Cheatwood, Ada; Caddo County: Dr. Lowell L. Stokes, 
Anadarko; Ottawa County: Dr. A. R. Hughes, Miami 
(acting). 
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Attaining the Criteria of 
Effectiveness in Pernicious Anemia Therapy 


1 cc. Concentrated Solution Liver Extract 
(PARENTERAL) 


Loederle 


N THE TREATMENT OF PERNICIOUS ANEMIA the first objec- 
I tive of the physician is the restoration and maintenance 
of a normal blood picture. The measurable criteria of effec- 
tive maintenance therapy—ted blood cell count of 5,000,000 
or more, normal hemoglobin, color index, cell size, and cell 
volume—are usually met with the injection of Lederle’s 1 cc. 







liver extract at intervals of 7 to 15 or more days. 


Patients with pernicious anemia are not 
all alike in their requirements of potent 
material. They differ one from the other 
and from time to time. Hence no dogmatic 
statements can be made as to dosage. How- 
ever, to successfully prevent the develop- 
ment or progress of severe neural lesions 
much more liver extract is required than 
needed for maintenance of normal blood. 
And it is well to bear in mind that, even if 
neural symptoms are not present, excess 
amounts of liver are useful to the extent 
that they may be stored in the body reser- 
voirs and drawn upon as needed. 


“t cc. Concentrated Solution Liver 
Extract Lederle’ contains 15 U. S. P. units. 
Fewer injections, less discomfort and less 
inconvenience are factors in gaining the 


cooperation of the patient. 


Obtainable in packages of 
three 1 cc. vials 


R LEDERLE LABORATORIES, Inc. 
eproduced from 

Lederle’s booklet: 30 ROCKEFELLER PLAZA NEW YORK CITY, N. Y. 
“The Treatment of 
Pernicious Anemia .: .”, 
@ copy of which 
will be sent on request. 
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The Registry For Clinical 
Laboratory Technologists 


(Editor’s Note: In order that the medica] profession 
of Oklahoma may know the extent to which laboratory 
technicians are attempting to qualify those entering the 
field, the following discussion on ‘‘The Registry for 
Clinical Laboratory Technologists’’ is published.) 

In 1928 the American Society of Clinical Pathologists 
established a registry to pass on the qualifications of 
laboratory technicfans and to approve schools for train- 
ing these workers. Soon this Registry received the rec- 
ognition of the American Medical Association, the Amer- 
ican College of Surgeons, the American Hospital Asso- 
ciation, the Catholic Hospital Association and other 
scientific and medical organizations. The Council on 
Medical Education and Hospitals of the American Med- 
ical Association was authorized to formulate standards 
and approve schools which meet its requirements. Briefly 
the requirements for a training school for medical tech- 
nologists as approved by the Council, are as follows: 

1. The director must be a graduate in medicine and 
a clinical pathologist or pathologist of recognized stand- 
ing. He shall be responsible for the actual conduct of 
the training course and be in daily attendance for a 
sufficient time to supervise the work and teaching. 

2. The technical assistants who comprise the teach- 
ing staff shall be those who specialized in various 
branches of laboratory science or registered technologists 
capable of teaching demonstrating and guiding the work 
of the student. 

3. The yearly enrollment shall not exceed more than 
one student to each member of the teaching staff. 

4. The hospital in which the teaching is conducted 
shall have a bed capacity of not Jess than 100 patients 
and an average daily occupancy of 75 or more patients. 

(In addition to the hospitals approved for training, 
laboratories who have a doctor who is a clinical pathol- 


ogist as director may take one student for each regis- 
tered technologist that he employs as an apprentice 
without pay for a twelve-month training period). 

5. The hospital or other laboratory approved for the 
training of technologists shall not allow any ‘‘students,’’ 
‘*volunteer workers,’’ or so-called ‘‘Technician Intern- 
es,’’ to serve in the laboratory as substitutes for salaried 
qualified workers in return for obtaining training and 
experience in laboratory technique. 

6. Commercial advertising is considered unethical. 

The student himself who applies for training must 
have a minimum of 60 college hours which must include 
courses in chemistry, biology and physics. Many hos- 
pitals and laboratories require a degree in biology or 
chemistry before admitting a student. After the stu- 
dent completes his twelve-month course in the hospital 
or medical laboratory, he must take a thorough test 
which is conducted by the Board of Registry of the 
American Society of Clinical Pathologists. Successful 
applicants after passing the national examination are 
designated as Medical Technologists and are allowed to 
use the designation M.T. after their name, a title which 
connotes a holder of a certificate of competence from 
the Registry nationally recognized in hospital and med 
ical spheres. 

Within the past six months one C. A. Bartholemew 
of Red Bank, New Jersey, who has never himself been 
registered, began to cireularize the medical laboratory 
workers of the country asking them for a fee of five 
dollars to join the ‘‘ American Medical Technologists’’ 
and offering to bestow the title of M.T. by virtue of a 
charter from the State of New Jersey. As far as we 
know, this movement is not authorized or sponsored by 
any medical or scientific group. The promoters seem, 
moreover, to have undertaken the task of passing on the 
competence of training schools for medical technologists. 
In this they seem to be abetted by the proprietors of 
some commercial schools which have not themselves been 
approved by the Council on Medical Education and Hos- 

















ae 





SILVER PICRATE 
Wyeth. + dea 


is indicated in the treatment of 

















Silver Picrate- is a definite crystalline 
compound of silver and picric acid. 
Available in the form of crystals and 
soluble trituration for the preparation 
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Eveven years ago Sevringhaus and 
Evans' reported that Amniotin was “of 
marked value in the relief of the vaso- 
motor phenomena of the menopause.” 
This observation has been confirmed by 
so many published clinical papers that 
the effectiveness of Amniotin in relieving 
distressing menopausal symptoms is 
widely recognized. 

For example, Novak? in a paper on the 
management of the menopause states: 
“The fact remains, however, that a cer- 
tain proportion of women suffer with 
severe vasomotor symptoms for a variable 
and unpredictable time, and that the lot 
of these women can be made much easier 
by intelligent organotherapy. Whereas 
formerly there was much difference of 
opinion among clinicians as to the efh- 
cacy of hormone treatment, opinion is 
now unanimous that it is of genuine 
value. In fact, organotherapy for meno- 
pausal symptoms is looked upon as one 
of the more satisfactory applications of 





endocrine knowledge in the field of gyn- 
ecological practice.” 


Early, Adequate Treatment Suggested 

Schneider* citing experience in 519 
cases writes: “...the ease with which 
complete relief can be obtained in the 
early cases, has been one of the most 
striking observations. . . .’ The milder 
forms of disturbance often can be con- 
trolled by the oral administration of Am- 
niotin. in capsules. Larger doses may be 
administered advantageously by -the hy- 
podermic route. 

Amniotin is a highly purified prepa- 
ration of naturally occurring estrogenic 
substances. It is available in Capsules 
containing 1000, 2000 and 4000 I. U., 
Pessaries of 1000 and 2000 I. U., and 
in 1-cc, ampuls containing 2000, 5000, 
10,000 and 20,000 I. U. 


? Sevringhaus, E. L., and Evans, J. S.: Am. J. 
M. Sc. 178:638, Nov. 1929. 


? Novak, Emil: Surg. Gynec. & Obst. 70:124, 
Jan. 1940. 

* Schneider, P. F.: Am. J. Obst. & Gyn. 37:861, 
May 1939. , 





For literature address the Professional Service Department 


HOTT 


E. R. Squibb & Sons, 745 Fifth Avenue, New York, N. Y. 
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pitals and the Board of Registry of the American Soc- 
iety of Clinical Pathologists. This would seem to be the 
old technic of having one soiled hand washing the other. 
Graduates from these unapproved schools who are ineli- 
gible for the Registry’s examination seem to be weleom- 
ed into the ‘‘American Medical Technologists.’’ It is 
unfortunate that the national organization of medical 
technologists who are approved by the American Medi- 
eal Association are incorporated under the name, ‘‘ Amer- 
ican Society of Medical Technologists,’’ (note the sim- 
ilarity in names). 

Complaints have come to both the Council and the 
Registry as well as to the local group, the Oklahoma 
Society of Medical Technologists, against the efforts 
of this unauthorized and irresponsible body to undermine 
the scientific and ethical standards that have been set 
up for the practice of this important vocation by the 
American Medical Association and the American Society 
of Clinical Pathologists. 

The Oklahoma Society of Medical Technologists there- 
fore is requesting the cooperation of the doctors of this 
state to examine the qualifications of the laboratory 
workers they employ and to aid us in informing young 
men and women who contemplate a career in Medical 
Technology of the hazard that lies in participation in 
such courses or organizations. Information about the 
Board of Registry may be obtained from Mrs. Anna R. 
Scott, Registrar, 234 Metropolitan Building, Denver, 
Colorado, or from the Secretary of the Oklahoma So- 
ciety of Medical Téchnologists, Miss Mary Alexander, 
Morningside Hospital, Tulsa. 

The following young men and women are registered 
and in good standing* with the Board of Registry and 
are serving the medical profession in Oklahoma. This 
list is correct as of July 1, 1940. 








*A member is not in good standing unless his or her cer- 
tificate bears the imprint of the current year. 
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Alleene Abernathy, Oklahoma City; Kathryn Fae Aderhold, 
Oklahoma City; Mary Alexander, Tulsa; Elizabeth Lucille Beau- 
champ, Stillwater; Clara Becton, Tulsa; Elsie Berousek, Okla- 
homa City; Elizabeth Brake, Stillwater; Sister M. Theresa 
Bransiepie, Oklahoma City; Dora Ellen Browning, Tulsa; 
Vivian Drum Burch, Ardmore; Berniece Eva Bynum, Oklahoma 
City; Mary Camille Carey, Oklahoma City; Edna A. Caulfield, 
Tulsa; Marie Alice Clark, Oklahoma City; Alma Sherman 
Cleveland, Oklahoma City; Forrest Cross, Guthrie. 


Walter J. Dell, McAlester; Hattie Mae Doughty, Bartlesville; 
Elizabeth Earlougher, Shawnee; Narion Eaton, Ada; Marie 
Bratton Fields, Ada; Ruth Fletcher, Talihina; Doris F. Franz, 
Ardmore; Mildred L. Flynn, Oklahoma City; Virginia Gant, 
Oklahoma City; Raymond J. Gough, Tulsa; Carl Grounds, Fort 
Sill; Amy Lee Ellen Harris, Oklahoma City; Marguirite O. 
Hancock, El Reno; Sister M. Gratiana Hirt, Tulsa; Bernice 
Mable Hodges, Oklahoma City; Ruth V. Holm, Oklahoma City; 
Katheryn Stout Hutcherson, Oklahoma City. 


Rowena Johnson, Tulsa; Vernal E. 
Sister M. Florina Johnston, Ponca City; Lyell Joseph Klotz, 
Weatherford; Anna King, Muskogee; Genevieve A. Lake, Enid; 
Camille C. Lane, Oklahoma City; Thomas McMullen, Oklahoma 
City; Dorothy M. Maynard, Muskogee; Jesse Meador, Musko- 
gee; Emily F. Moore, Talihina; Ruby Ieh] Nansen, Woodward; 
Jean Patterson Nisbet, Okmulgee; Elizabeth Parks, Norman; 
Peggy Ann Pratt, Oklahoma City; Sister M. Ludovica Riedal, 
Tulsa; Jewell Hazel Ross, Oklahoma City. 


Anne Sandoz, El Paso, Texas; Sister M. Regina Schumann, 
Oklahoma City; Paul C. Sevedge, Tuskahoma; Velma Gene 
Sewell, Jacksboro, Texas; Flo Rita Shepard, Oklahoma City; 
Mary Sherry, Oklahoma City; Eleanor Lee Shook, Wewoka; 
Zana Gabrielle Skidmore, Tulsa; James Bradley Smith, Okla- 
homa City; Homer L. Spencer, Tulsa; Mary elen Spickard, 
Tulsa; Edgar Ebeneezer Taylor, Duncan; Pauline Carey Til- 
ford, Norman; Charlaine Tullis, Norman 

Dale Van Vacter, Dallas, Texas; Margaret Von Behren, 
Muskogee; Mildred Wall, Okiahoma City; Lucille Brown Wal- 
lace, Oklahoma City; Margaret E. Wasson, Oklahoma City; 
Lois Armstrong Wedge, Pawhuska; Frank Nelson Willey, 
Tulsa; Elbert Vance Winningham, Oklahoma City; Leila Wood- 
worth, Tulsa; Allethia Averett Word, Bartlesville; Ellen Ce 
cilia Wright, Oklahoma City; Sterline Elizabeth Wright, Okla- 


homa City. 

Composing the State Advisory Board are Dr. W. F. 
Keller, Oklahoma City; Dr. William H. Bailey, Oklahoma 
Tulsa. 


City; and Dr. I. A. Nelson, 


Johnson, Oklahoma City; 












DOCTOR - PATIENTS LIKE Ty1¢ 
CHOCOLATE - FLAVORED Emuisioy 
ae r1Quip PETROLATUM / 





TASTES LIKE THE CHOCOLATE IN A 
DELICIOUS DESSERT 







iene 





~— 


. 4 


® Your patients will not object to taking this 

Emulsion of Liquid Petrolatum Chocolate Fla- 
vored. There is no oily after-taste! It has the 
py «20m and the flavor of the chocolate in 





Parent 





pote PF 
sm ouele) 


dessert. It may be ob- 


“tained noe phenolphthalein—or with 5 
grains or 14% grains to the fluid ounce. This 
product contains 
U. S. P. and 1% Agar Agar. 


THE SMITH - DORSEY COMPANY 
LINCOLN, NEBRASKA 


Manufacturers of 
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How irritation varies_ 
from different cigarettes 


Tests made on rabbits’ eyes reveal the 
influence of hygroscopic agents* 





—<—— 





1 t-Cl-mem:s Cigarettes made by the Philip Morris method 


2 ETE Cigarettes made with no 


hygroscopic agent 


3 Edema 2.7 Popular cigarette * 1 


—made by the ordinary method 


4 Edema 2.6 Popular cigarette *2 


—made by the ordinary method 








5 Edema 2.7 Popular cigarette *3 


—made by the ordinary method 





6 Edema 2.7 Popular cigarette *4 


—made by the ordinary method 





CONCLUSION :* Results show that regardless of blend of 
tobacco, flavoring materials, or method of manufacture, the 
irritation produced by all ordinary cigarettes is substantially 
the same, and measurably greater than that caused by 
Philip Morris. 


CLINICAL CONFIRMATION :** When smokers changed 


to Philip Morris, every case of irritation of the nose and throat 
due to smoking cleared completely or definitely improved. 


* * * 


*N. Y. State Journ. Med. 35 No: 11,590. **Laryngoscope 1935, XLV, No. 2, 149-154 
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MEDICAL PREPAREDNESS 

















Subcommittees Are Appointed To 
Assist Coordinating Group 


Announcement of subcommittees on medical education, 
hospitals, industrial medicine, dentistry, nursing and 
Negro health, has been made by the Health and Medical 
Committee of the Council of National Defense. The 
general committee, headed by Dr. Irvin Abell of Louis- 
ville, Ky., former President of the American Medical 
Association, was appointed by President Roosevelt on 
September 19 to survey and coordinate the medical 
resources of the country in the interests of national 
defense. 

Announcement of the subcommittees was made by Dr. 
Abell from his office at the Public Health Service Ad- 
ministration Building in Washington. Dr. C. Sidney 
Burwell, dean of the Harvard Medical School, Boston, 
was named chairman of the subcommittee on medical 
education. Other members of this group are Dr. L, R. 
Chandler, Stanford University Hospital, San Francisco; 
Dr. Harold 8. Diehl, dean of the University of Minne- 
sota Medical School; Dr. Willard C. Rappleye, commis- 
sioner of hospitals of the city of New York; and Dr. 
John H. Musser of the Tulane University of Louisiana 
School of Medicine, New Orleans. 

Subcommittee on hospitals: Dr. Winford H. Smith, 
director of Johns Hopkins Hospital, Baltimore, chair- 
man; Rev. Alphonse M. Schwitalla, president of the 
Catholic Hospital Association of United States and Can- 
ada, St. Louis; Dr. Maleolm T. MacEachern, associate 
director of the American College of Surgeons, Chicago; 
Dr. Claude W. Munger, chairman of the defense commit- 
tee of the American Hospital Association, New York; 
and Dr. Nathaniel W. Faxon, superintendent of the 
Massachusetts General Hospital, Boston. 

Subcommittee on industrial medicine: Dr. Clarence 
D. Selby, medical consultant of General Motors Cor- 
poration, Detroit, chairman; Prof. Philip Drinker, Har- 
vard School of Public Health, Boston; Dr. E. C. Holm- 
blad, Chicago; Dr. George M. Smith, Yale University 
Medical School, New Haven, Conn.; Dr. Lloyd Noland, 
chief surgeon, Tennessee Coal, Iron and Railroad Com- 
pany, Fairfield, Ala.; Mr. William P. Yant, Mine Safety 
Appliance Company, Pittsburgh; and Dr. A. J. Lanza of 
the Metropolitan Life Insurance Company, New York. 

Subcommittee on dentistry: Dr. C. Willard Camalier, 
Washington, D. C., former president of the American 
Dental Association, chairman; Dr. John T. O’Rourke, 
dean of the University of Louisville School of Dentistry; 
Dr. Leroy M. 8. Miner, dean of the Harvard University 


A.M. A. Questionnaire Returns 
From Oklahoma Reported 


Information has been received from the Medical Pre- 
paredness Committee of the American Medical Associa- 
tion of the names of the doctors in Oklahoma who, as 
of November 1, had not returned the Medical Prepared- 
ness Questionnaire. 

According to this recapitulation, five hundred and 
sixty-four doctors in Oklahoma have failed to make a 
return. For the most part, those failing to make a 
return are retired or already in the army. 

All county representatives of the State Medical Asso- 
ciation’s Medical Preparedness Committee are being ad- 
vised by letter as to the doctors in their county who 
have not returned the questionnaires, and should your 
county representatives contact you in this respect, and 
you are of the opinion you have returned one, cooperate 
with him by filling out another, as for some reason 
your first return has not been received at A. M. A. 

Every licensed doctor of medicine, irrespective of 
whether he is actively practicing, should fill out and 
return a questionnaire, as there may be some place in 
the preparedness program where he can be of service. 





Dental School, Boston; Dr. Frederick B. Noyes of Chi- 
cago; and Dr. Guy 8S. Millbury of San Francisco, former 
dean of the Dental School of the University of Cali- 
fornia. 

Miss Mary Beard, director of nursing of the American 
Red Cross, was named chairman of a subcommittee on 
nursing; and Dr. M. 8. Bousfield of the Julius Rosen- 
wald Fund, Chicago, will head a subcommittee on Negro 
health. 

In announcing these subcommittees, Dr. Abell stated 
that these subcommittees would assist the Defense 
Council’s Medical Committee in coordinating health and 
medical activities and in ‘‘mobilizing the medical re- 
sources of the nation for national defense.’’ 

Other members of the Health and Medical Committee 
on national defense as appointed by the President and 
the National Defense Council are Major General James 
C. Magee, Surgeon General of the Army; Rear Admiral 
Ross T. McIntyre, Surgeon General of the Navy; Dr. 
Thomas Parran, Surgeon General of the United States 
Public Health Service; and Dr. Lewis H. Weed, chair- 
man of the Division of Medical Sciences of the National 
Research Council. 
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The Gingival 
Manifestations 
of Vitamin C 


Deficiency 


Gingival lesions are said to be among 
the most frequent anatomic changes 
occurring in scurvy. They occur only 
after dentition has taken place, and 
are most severe when the teeth are 
deformed or broken. The pathologic 
process begins as a hyperemia which 
is rapidly followed by destruction of 
the epithelium, and ulceration. Even 
in the early stages bleeding is readily 
produced by slight trauma; hemor- 
trhages, while they do not lead to a 


This page is the eleventh of a series on vitamin deficiencies pre- 
sented by the research division of The Upjohn Company because 
of the profession's widespread interest in the subject. A full color, 
two-page insert on the same subject appears in the November 9 
issue of The Journal of the American Medical Association. 





great loss of blood, may be pro- 
longed and difficult to control. The 
gum necrosis is usually accompanied 
by dental porosity. In the advanced 
stages of scurvy, the teeth are loos- 


ened due to destruction of the . 


alveolar process, and the ulcerative 
lesions may extend to the mucous 
membrane of the cheeks and tongue. 
Gangrene has been described as 
a sequel of advanced untreated 
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MINUTES 
Oklahoma State Medical Association 
COUNCIL MEETING 
July 12, 1940 


The meeting was called to order at the Oklahoma 
City Association headquarters, 210 Plaza Court, with 
President Henry Turner presiding. All members were 
present except Councilor Tisdal, who was ill. 

On motion, it was seconded that the minutes of the 
last meeting be dispensed with. 

Dr. Fulton made a motion that Dr. Willour receive 
a refund of the $288.75 of the money that was deposited 
by him following the annual audit, as he did not believe 
Dr. Willour was responsible for this amount. This mo- 
tion was seconded by Dr. Kuyrkendall. It was voted and 
defeated 5 to 6. 

Mr. West of the Group Hospital Insurance was pre- 
sented and made a few remarks. 

A financial report was then presented by Dr. Willour 
showing that on the sale of bonds the Council received 
a profit of $354.00, 

A motion by Dr. Ewing that the officers of the 
Council, the President and the Secretary-Treasurer be 
authorized to use their best judgment in making invest- 
ments for the Society to the amount of $6,000.00, $4,- 
897.24 to be taken from the Medical Defense Fund and 
$1,102.76 to be taken from the Membership Fund was 
seconded by Dr. Willour and carried. 

Dr. Willour then informed the Council that the funds 
of the Association had been deposited in the Liberty 
National Bank, Oklahoma City. 

The following motion was made by Dr. Willour and 
seconded by Dr. Risser, and carried: 

‘*That all accounts of the Journal of the Okla- 
homa State Medical Association, which have, of 
necessity, because of non-payment of the account, 
been deleted from the Journal. have the necessary 
steps taken for the collection of same.’’ 

The question of payment of expenses of delegates to 
the American Medical Association was then discussed and 
the ruling of our attorney’s opinion was read by the 
President. 

Motion by Dr. MeNeill and seconded by Dr. Osborn 
that the account for Dr. Cook’s expense to the A. M. A. 
be deferred until the next meeting of the House of 
Delegates. The motion carried. 

The treasury was then ordered to pay the expense of 
Dr. Howard and Dr. Rogers. 

Then the Council proceeded to discuss the details of 
the Board of Editors. Dr. Moorman was named as 
the member for the one-year term, Dr. Ned Smith for the 
two-year term, and Dr. Willour for the three-year term. 
Dr. Moorman’s term had expired, and by motion of 
Dr. Willour and seconded by Dr. Kuyrkendall he was 
re-elected for a three-year period. 

On motion of Dr. McNeill, seconded by Dr. Turner, 
the following resolution was made and adopted: 

‘*That hereafter the Council shall meet in reg- 
ular QUARTERLY meetings, if in the judgment of 
the President of the Association such meeting shall 
be considered necessary.’’ 

The Council was then asked to suggest the name of 
some person to act as the Oklahoma Member of the 
Medigal Preparedness Committee. The name of Dr. 
Willour was presented by Dr. Kuyrkendall. Dr. Turn- 
er’s name was presented by Dr. McNeill and that of Dr. 
Horace Reed by Dr. Turner. Dr. Willour requested 
that his name be withdrawn and on motion of Dr. Ewing, 
seconded by Dr. Neely, the name of Dr. Turner was 
recommended to the Council as our member of the Med- 
ical Preparedness Committee. 

On motion of Dr. Osborn and seconded by Dr. Risser 
and unanimously carried the Council of the Association 
would be governed in parliamentary procedure according 
to Roberts Rules of Order. 

Having disposed of all the business at hand, the 
Council adjourned. 

L. 8. Willour, Secretary. 


MINUTES 
COUNCIL MEETING 
September 29, 1940 


All members of the Council, with the exception of 
Dr. Templin, Alva, and Dr. Kuyrkendall, McAlester, were 
present. Dr. Turner presiding. 

Motion of Dr. Stevenson and seconded by Dr. Risser 
that the reading of the minutes of the preceding meet- 
ing be dispensed with. 

On motion of Dr. McNeill and seconded by Dr. Os- 
born, unanimously carried, newly acquired bonds of the 
Association are to be registered. 

On motion of Dr. MeNeill seconded by Dr. Osborn, 
Mr. Mott Keys was asked to appear before the Council. 
This he did and presented a few ideas of the State 
Insurance Fund. 

Dr. McBride and Dr. W. K. West were also pre- 
sented to the Council to discuss this matter and after 
considerable deliberation, the following motion was pre- 
sented by Dr. Risser: 

‘*T move that it be the sense of the Council here 
assembled that at the request of the Insurance 
Board that a committee of five men be appointed 
to counsel with the State Insurance Fund. We furth- 
er respectfully suggest that, in our judgment, the 
work of the Insurance Board will be greatly expedit- 
ed by the employment of an experienced Adjuster to 
work with this Committee. This recommendation 
is contingent on the employment of an experienced 
Adjuster.’’ 

This motion was seconded by Dr. Willour and carried. 

Dr. Turner next brought up the matter of expense 
connected with the Medical Preparedness activity and 
the following motion was made by Dr. Osborn: 

‘*I move that we allow the money already ex- 
pended in carrying on this work and that at least 
$200.00 be allowed to complete the work of sending 
these questionnaires to non-members as well as 
members. ’’ 

Seconded by Dr. Risser and carried. 

Mr. Graham then discussed the matter of initiative 
petition and the following motion was offered by Dr. 
Walker: 

‘*That a committee of three be appointed to 
confer with the State Chamber of Commerce offi- 
cers regarding certain requests, and if found advis- 
able, that we join with them in their activities up 
to and including a donation of $500.00.’’ 
Seconded: Dr. MeNeill and carried. 

The motion was then presented by Dr. Osborn that 
the Executive Secretary be instructed to print suffi- 
cient copies of the new Constitution and By-Laws to 
furnish each member of the State Medical Association 
with a copy. This was seconded by Dr. Risser and 
carried. 

Dr. Turner then brought up the situation concerning 
graduates from unapproved medical schools being eligible 
for commission in either the active or reserve medical 
corps, as per a resolution in the House of Representa- 
tives in Congress and asked for the opinion of the 
Couneil. 

Dr. MeNeill made the motion that the President of 
the Association write a letter to each of the Senators 
and Representatives with the sanction of the Oklahoma 
State Medical Association urging defeat of the measure. 
This was seconded by Dr. Osborn and carried. 

The next order of business was the proposed Annual 
Secretaries’ meeting. There was considerable discus- 
sion as to the meeting of the expense. 

The motion by Dr. Neely ‘‘ That the Council approves 
paying for the dinner of the Secretaries at the annual 
Secretaries’ Conference,’’ was seconded by Dr. Osborn 
and carried. 

Motion by Dr. Tisdal ‘‘That the date of the First 
Annual Secretaries’ Conference be set for the day before 
the Oklahoma Clinical Society Meeting.’’ Seconded 
by Dr. Stevenson and carried. 
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Why Karo for Mlergic Infants 








1. Clinical 


Experience 


2. A ublrient 


3. Digestive 





Karo has been used for over a generation in infant 
feeding and yet the medical literature to date reveals 
no incident of allergy to Karo; hence it may be safely 


used in the formulas of allergic infants. 





Karo is produced by the conversion of corn starch 
into mixed sugars and dextrins at high temperature 
with complete hygienic protection. The large amount 
of dextrin and the three sugars, maltose, dextrose and 
sucrose cause no sensitization, and the trace of protein 
produces no allergic reactions even in corn-sensitive 


infants. 





Karo is well tolerated, easily digested and not read- 
ily fermented. The dextrose and maltose components 
are quickly absorbed and the difficultly fermentable 
dextrin is gradually and completely transformed into 


simple monosaccharides. 
















IN HIGH CALORIC DIETS 


your patients will appreciate knowing the many ways 
in which Karo can be served. We will send to physi- 
cians copies of “49 Delightful Ways to Enjoy Karo” — 


please specify the quantity you require... Address 


CORN PRODUCTS SALES COMPANY 
17 BATTERY PLACE + NEW YORK CITY 
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Dr. Stevenson presented the following resolution. 
**T move that the Council record its approval of 

the Physicians and Surgeons Liability Insurance 

under the Oklahoma Group Policy issued by the 

Houston Fire and Casualty Insurance Company of 

Houston, Texas.’’ 

Seconded by Dr. Osborn and carried. 

The following resolution was presented by Dr. Stev- 

enson: 

‘*The Editorial Board of the Journal of the 
Oklahoma State Medical Association is hereby re- 
quested to hold a meeting at the earliest convenient 
date, and before the next Council Meeting. The pur- 
pose of the meeting is to determine what disposition 
should be made of medical books and other publi- 
cations which are the property of the Oklahoma 
State Medical Association, and also to formulate a 
policy coneerning the distribution of such medical 
books and other publications as may be received in 
the future, which may properly be termed property 
of the Oklahoma State Medical Association. The 
Editorial Board is instructed to submit its recom- 
mendations to the President of the Oklahoma State 
Medical Association, following its meeting, so action 
may be taken on such recommendations by the 
Council at its first meeting following the report.’’ 
Seconded by Dr. Ewing and carried. 

On motion the Council adjourned. 
L, 8. Willour, Secretary. 





American Doctor Experiences 


Trouble In War-Torn China 


From William W. Reid, of the Board of Foreign Mis- 
sions of the Methodist Episcopal Church, has come a 
communication reciting the experiences of 8S. H. Lilje- 
strand, M.D., Methodist missionary now in the Chinese 
war zone. Because of its interest, Mr. Reid’s letter 
is being reproduced here. 

‘*T am sure all your readers will be interested in the 
experience of 8. H. Liljestrand, M.D., missionary of the 
Methodist Church in Chengtu, West China, along the 
Burma Road, and perhaps one or more readers may be 
interested in giving aid to his hospital. Dr. Liljestrand 
(M.D. Syracuse, 1915) is a native of Jordan, N. Y., 
and has been in China since 1916. 

‘*The Women’s Hospital, connected with West China 
Union University, Chengtu, was completely destroyed in 
a fire which followed a Japanese air raid in August. 

‘**The fire which destroyed the Women’s Hospital 
destroyed all of my cystoscopic and electrotherapeutic 
apparatus, and the accessories of a general gynecological 
clinic,’ writes Dr. Liljestrand. ‘Fortunately I had loan- 
ed a cystoscope to the Men’s Hospital a block away. 
Also, the radium was saved, being in a patient that 
night. The patient was ambulatory. She went to a 
China hotel because of the fire. In the morning her 
honorable husband informed us of her whereabouts and 
the radium was recovered! I still have only fifty 
milligrams — but that is a mighty help. 

** *T lost a diathermy machine; an ultra-violet lamp, 
large size; three adult size cystoscope; one infant’s and 
one children’s cystoseope galvanic electric apparatus. 

‘* «The first also destroyed our medical periodicals — 
including those on urology, surgery, gynecology and 
obstetrics. 

***T would be very glad if we could get second hand 
apparatus, and used copies of magazines. ... . There 
continues to be a great demand for our service in this 
war-torn section of China.’ 

‘*If any of your readers are interested in assisting 
Dr. Liljestrand with used or good conditioned material, 
will they please communicate with the Medical Depart- 
ment, Board of Foreign Missions, Methodist Church, 150 
Fifth Avenue, New York City. Sincerely yours,’’ 


Fellowships In Psychoanalysis Established 


Three additional Sigmund Freud Memorial Fellow- 
ships for Psychoanalytic Training, to begin Septeinber, 
1941, have been announced by the Boston Psychoanalytic 
Institute. 


The fellowships are open to graduates of a recognized 
medical school who have had at least one year of gen- 
eral hospital training and two years’ work in psychiatry 
and covers tuition fees only. One additional fellowship 
for training in applied nontherapeutic psychoanalysis 
will be open to those who have a doctor of philosophy 
degree or an equivalent degree in the field of anthro- 
pology, sociology, pedagogy, and so on. 


Further information may be obtained from Dr. Moses 
Ralph Kaufman, chairman of the educational commit 
tee, Boston Psychoanalytic Institute, 82 Marlborough 
Street, Boston. Applications close on February 1. 





Award In Laryngology, Rhinology Announced 


The Casselberry Prize Fund of the American Laryn- 
gological Association will award $150 for original work 
in laryngology and rhinology, it has been announced. 
The thesis must be submitted before February 1. Addi 
tional information may be obtained from the secretary 
of the association, Dr. Charles J. Imperatori, 108 East 
Thirty-Eighth Street, New York. 





Refresher Course In Radiology Planned 


The Radiological Society of North America, Inc., has 
announced a refresher series to be conducted at the Hotel 
Statler, Cleveland, December 1-6. It will be the third 
annual course to be offered as a part of the annual 
meeting of the society. Additional information may be 
obtained from Dr. Lewis G. Allen, 905 North Seventh 
Street, Kansas City, Kan. 








sate Behind 
MeERCUROCHROME 


(dibrom-oxymercuri-fluorescein-sodium) 
<Qy> is a background of 
Precise manufacturing methods in- 
suring uniformity 


Controlled laboratory investigation 


Chemical and biological control of 
each lot produced 


Extensive clinical application 


Thirteen years’ acceptance by the 
Council of Pharmacy and Chem- 
istry of the American Medical 
Association 


A booklet summarizing the impor- 
tant reports on Mercurochrome and 
describing its various uses will be 
sent to physicians on request. 


Hynson, Westcott & Dunning, Inc. 
chutes BALTIMORE, MARYLAND tute 
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When 
Mothers’ Milk 
is not 
available... 











It is universally recognized that the milk from 
the cow is a very satisfactory and successful 
substitute for mothers’ milk if offered in proper 
form and proportion. That is why Lactogen is 
made wholly from fresh cows’ milk. 


Taken from tuberculin-tested herds, the milk 
used in making Lactogen is completely checked 
for cleanliness and freshness before acceptance 
... then pr d in shining, spotless, stainless 


steel drying chambers under ideal modern con- 
ditions of control and sanitation. 



























Lactogen is fresh, whole cows’ milk, forti- 
fied with additional milk fat and milk sugar 
to match human milk proportions of fat, 
protein, and carbohydrates. 








Lactogen is an easily digestible food. The 
characteristics of the casein are changed to 
form fine and flaky curds, and the fat 
globules are physically broken down. 
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~ Lactogen is especially convenient and safe. 
“ees It may be used even where there is no 
refrigeration. Its preparation is simple, 
even for the most inexperienced mother. 









No advertising or feeding directions, except to physicians. For free samples and 
literature, send your professional blank to “Lactogen Department,” 


NESTLE’S MILK PRODUCTS, INC. 


I55 EAST 44TH ST., NEW YORK, N. Y 
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714 Medical Arts Building, Oklahoma City 











“Mesenteric Vascular Occlusion.”” Report of a Case in 
Which Operation was Performed. By John H. Blue, 
M.D. and Charles R. Lafferty, M.D., Montgomery, 
Alabama. Southern Medical Journal, Volume 33, 
Number 9, September 1940. Page 968. 


Referring to the high mortality in connection with 
mesenteric vascular occlusion, the authors indicate that 
the mortality has been reduced during the last ten years 
by proper and early operative procedures, the procedure 
usually being resection of that part. of the intestinal 
tract involved. 


Emphasis is placed upon the great importance of 
bearing in mind the possibility of mesenteric vascular 
occlusion in the presence of what appears to be an 
‘*acute abdomen.’’ 


The symptomatology is not definitely characteristic, 
and for this reason the proper pre-operative diagnosis 
is made in but relatively few cases. This disastrous er- 
ror is sharply emphasized by a quoted report by Trotter 
(Cambridge University Press, 1913) who, after an an- 
alysis of 360 cases, reported that a correct preoperative 
diagnosis had been made in only 13. 


While the symptomatology may be obscure, attention 
is directed to the uniform presence of abdominal pain, 
it being ‘‘the predominant symptom in all cases.’’ While 
in the early hours the location and intensity of the pam 
may be erratic it becomes persistent and intolerable as 
the pathology develops. ‘‘The most characteristic fea- 
ture of the pain is the fact that it is all out of pro- 
portion to the physical findings.’’ There is always + 
high leukocytosis. 


There is a case report of a white man, 66 years of 
age, who was admitted to the hospital the next day after 
an illness beginning with sudden, generalized sharp ab- 
dominal pain. This became more and more severe. 
There were nausea and vomiting. ‘‘There was no his- 
tory of diarrhea, bloody stools, chills, fever, or consti- 
pation. The patient claims to have passed gas.’’ 

General inspection indicated a patient who was very 
ill. Temperature 99, pulse 80, respiration 22, blood pres- 
sure 152 /86. 

The abdomen was rigid and distended, and there was 
tenderness in the left lower part of it. There were no 
masses. 

The blood count was Hgb. 85 per cent, R.B.C. 4,200,- 
000, W.B.C. 15,750. The urine was negative. The pro- 
visional diagnosis was an acute surgical lesion in the 
abdomen, probably acute appendicitis. 

‘*The abdomen was explored through a McBurney- 
Wier incision. On opening the peritoneal cavity there 
was seen a large quantity of blood-tinged peritoneal 
fluid. Exploration of the small intestine revealed a 
lesion approximately in the middle portion of the ileum, 
measuring three feet in length. The bowel was edema- 
tous, thickened, and hemiorrhagic. Resection of the in- 
volved. small intestine and mesentery with end-to-end 


anastomosis was performed. The wound was closed in 


yey wae 28: The specimén ¢onsisted of a 
segment of the small intestine measuring 60 cm. in 


length. It was of a dark purplish red color, edematous, 
and the lumen was filled with hemorrhagic fluid. The 
microscopic examination revealed gangrene of the in- 
— wall with infiltration by acute inflammatory 
cells.’’ 

The postoperative course was entirely satisfactory. 
The patient was sitting in a chair twelve days after the 
operation, and was discharged two weeks after the op- 
eration, at which time the condition was good, and it 
was believed that the patient was cured. 

It is indicated that the pathology responsible for the 
early symptoms is thrombosis of the mesenteric artery 
or any of its branches. This is preceded by ‘‘ progress- 
ive arteriosclerotic changes similar ‘to that seen in the 
coronary arteries.’’ 

The difficulty may begin by thrombosis of the me- 
senteric veins in connection with such pathology as puer- 
peral infection, phlebitis, appendicitis, and other suppur- 
ative conditions of the peritoneal cavity. Infected em- 
boli from the heart, the epididymis, and from various in- 
flammatory foci in different parts of the body may be 
predisposing causes. 

At operation it is important to determine whether 
viability of the affected area has been lost. If the 
blood supply has been destroyed, the viability is lost. 
It is suggested, based upon the advice of J. Douglas, in 
an article on Mesenteric Vascular Occlusion, published in 
the Annals of Surgery, October, 1935, that a practical 
way to determine the status of the circulation is to 
puncture a small vessel in the mesentery close to the 
intestinal attachment with a needle ‘‘to see if blood 
still eseapes from the needle prick.’’ 

‘*It must be recognized that recovery may take place 
after one-third or even one-half of the intestine has 
been resected.’’ There is a reference to reports from 
several surgeons in which there was even much more 
extensive resections. 

Comments: The important lesson to be learnéd from 
reports like this is that an analysis of the early symp- 
toms and signs, based upon knowledge, wisdom and good 
judgment, is invaluable; and no less invaluable prompt 
surgical intervention in the case of any patient where 
mesenteric vascular occlusion cannot be definitely ex- 


eluded. 
LeRoy Long, Sr. 


“Transverse Abdominal Incisions In Pelvic Surgery.” 
A Report of Seven Hundred Cases By G. Wilson 
Hunter, M.D., Fargo, N. D., (From the Fargo Clin- 
ic), April 1940, Vol. 39, No. 4, Page 593. 


The most important feature of this review is the dis- 
cussion of the advantages of the Pfannenstiel incision 
and the Bardenheuer incision. There is almost complete 
absence of postoperative hernia and evisceration. In 
this series there were no postoperative hernia. There are 
better scars. 

The author contends that there is better exposure, 
better blood supply, less tendency to adhesions, and 
absence of lateral tension to the wound. 

He also points out the diminished morbidity and mor- 
tality with a shorter hospital stay. 

There is a review of the operations performed and 
it is rather significant that most of the operative pro- 
cedures were relatively conservative and not very ex- 
tensive. 

Comment: As is well known and mentioned in this 
article, the transverse abdominal incision for pelvic op- 
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erations are not widely employed. There are unqueés- 
tionably distinct advantages to the use of transverse ab- 
dominal incisions but they are not devoid of disad- 
vantages which, I am afraid, in this article are over- 
looked in the author’s enthusiasm for this type of incis- 
ion in all pelvie surgery. 

It is quite true that postoperative hernia is decided- 
ly less likely. There is likewise a better scar. There 
is also some diminished discomfort after operation. 

However, the exposure is not as great as in the mid- 
line incision unless the rectus muscle is divided on 
each side and in instances where exposure must be over 
a rather wide field, it is my preference not to employ 
transverse incisions, despite the fact that I am very 
fond of them in many of the less radical pelvic opera- 
tions. They certainly have a distinct place of usefulness 
but it would seem to be too biased to endorse the use 
of transverse lower abdominal incisions to the exclusion 
of the midline incision. 


Wendell Long. 


“Evaluation of Stilbestrol As a Therapeutic Estrogen.” 
By U. J. Salmon, M.D., S. H. Geist, M.D., and R. I. 
Walter, M.D., New York, N. Y., American Journal 
of Obstetrics and Gynecology, August 1940, Vol. 
40, No. 2, Page 243. 


This is an additional report upon the clinical use of 
Stilbestrol, ‘‘a compound unrelated chemically to nat- 
ural estrogens which, however, possesses estrogenic 
properties. ’’ 

This study was conducted on a group of 45 patients 
and in some of the patients there were morphologic 
studies of the endometrium, vaginal mucosa, and gonad- 
otrophic hormone assays. 

Diethyl stilbestrol was given orally and intramuscular- 
ly in varying dosages. The oral dose varied from 0.3 
mg. to 6 mg. daily and the intramuscular dose varied 
from 1 to 5 mg., given from 1 to 3 times weekly. 

In those instances where vaginal smears were studied, 
the smears were indicative of estrogen effect. Likewise 
there was a decided estrogen effect upon the vaginal 
mucosa as demonstrated by vaginal mucosa biopsies. 
There was a similar demonstration of estrogen influence 
on the endometrium studied in the form of endometrial 
biopsy. When sufficient stilbestrol was administered it 
appeared to inhibit the excessive gonadotropic hormone 
in the menopause patients. 

Stilbestrol relieved the hot flushes of menopause but 
it did not, in the interpretation of the authors, impart 
to the patient the feeling of well being and nervous 
stability that usually results from treatment with na- 
tural estrogens. 

Toxie effects were rather common and seriously de- 
tracted from the therapeutic value of the drug. Nausea, 
vomiting, and vertigo, either singly or in combination, 
ceurred most frequently (25 cases). Thus, toxic symp- 
toms were observed in 64 per cent of the 45 patients. 

The authors record their results as improved in 29 

f the 45 patients, complete relief of symptoms in 8, and 

) improvement in 8. ‘‘The symptom most easily re- 

eved was the flushes. If other symptoms were pres- 

it, such as nervousness, weakness, vertigo, etc., they 
ere apparently affected little, if at all. Following 

e discontinuation of treatment, the symptoms usually 

‘urred within one to two weeks. The rapidity with 

hich symptoms recurred after the discontinuation of 
the treatment was very striking in all but a few cases.’’ 

Because of the high incidents of toxic symptoms, it 
s the opinion of these authors that the usefulness of 
tilbestrol as a therapeutic agent is considerably re- 
luced. 

Comment: There have been numerous reports since 
i938 when Dodds reported the synthesis of stilbestrol. 
All of these clinical reports have attested to the fact 
that, in the human being, stilbestrol relieved menopausal 
symptoms. However, in all of the reports there were 


toxic symptoms but the severity and the incidence of 
these symptoms varied considerably in the different 
series of cases reported. There was, likewise, great 
difference in the dosage employed. 

Two of the more recent reports are: (1) A Clinical 
Study of Stilbestrol by M. Edward Davis in the Amer- 
ican Journal of Obstetrics and Gynecology, June 1940, 
volume 39, page 938. 

(2) The Oral Administration of Stilbestrol by John 
C. Weed, B. Bernard Weinstein and others in the same 
journal and the same volume, page 1047. 

I have employed stilbestrol in the treatment of a 
small group of patients with menopause symptoms since 
September, 1939, and find myself in general agreement 
with other authors as to the effectiveness of the com- 
pound as an estrogenic substance. However, all agree 
that there are toxic symptoms, more pronounced when 
the drug is administered orally, and, as yet, no definite 
means of foretelling which individual patient will develop 
these toxic symptoms. 

It should also be said that the drug is sometimes very 
effective and useful in patients who have obtained inade- 
quate relief from the employment of the biological es- 
trogens. It is also true that certain individuals who 
have not been able to obtain relief on stilbestrol will 
obtain relief with the biological estrogens. The great 
advantage of stilbestrol, therefore, lies in the fact that 
it is effective by oral administration, is a synthetic 
compound which can be produced rather simply, and 
adds one more estrogenic drug which can be employed 
in those individuals unable to obtain relief from biologic 
estrogens. 

It would therefore seem logical to individualize es- 
trogen therapy and employ stilbestrol in a certain group 
of very resistant patients, constantly on guard for toxic 
symptoms. 

Weed et al have suggested that the tablets of stil- 
bestrol be administered by powdering and placing in 
milk. 

While the question of the criteria of sufficiency of 
estrogen therapy does not properly fall in this discussion, 
there is a rather close connection. The primary indica- 
tion for the use of all estrogens is frequently the meno- 
pausal symptom syndrome. There has been objection 
from certain workers that it was impossible to record 
changes in these subjective symptoms sufficiently ac- 
curately to determine the effect of the drug, the proper 
mode of administration, and the necessity for continua- 
tion of treatment. These workers have felt that an ob- 
jective criterion such as vaginal smears, vaginal mucosa 
biopsies, or gonadotropic hormone assays should be em 
ployed to determine the choice of estrogenic therapy, its 
mode of application, and the extent of the treatment. 
In this direction, many series have been reported where 
estrogenic therapy need not necessarily be employed to 
objective criteria such as vaginal smears. It is signifi- 
cant, however, that the subjective symptoms of patients 
frequently disappear long before there is an objective 
change in vaginal smears and, likewise, the subjective 
symptoms can be controlled with « smaller dosage of 
estrogenic substance than would be necessary to control 
the objective finding of change in the vaginal mucosa. 
It is, therefore, the present feeling of most of us that 
estrogenic therapy need not necessarily be employed to 
the extent of satisfactory objective changes but only 
to the extent of satisfactory relief of subjective symp- 
toms and that the minimal dosage for such purpose and 
the minimal length of administration of estrogens for 
such purpose is the most satisfactory form of procedure. - 
Naturally, in using stilbestrol, one should recognize the 
frequency of toxic symptoms and discontinue all medi- 
cation upon the appearance of any of these symptoms. 

Wendell Long. 


“Abdominal Pregnancy.” By Clifford B. Lull, M.D., 
Philadelphia, Pennsylvania; American Journal of 
Obstetrics and Gynecology, August 1940, Volume 
40, No. 2, Page 194. 


This author is reporting five cases of abdominal preg- 
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nancy and draws conclusions which are ably and fully 
discussed in a joint meeting of the New York, Phil- 
adelphia and Boston Obstetrical Societies in April, 1940. 

Each patient must be individualized. ‘‘ Permitting the 
patient to advance to full-term increases the maternal 
risk and decreases the chance of having a living off- 
spring.’’ 

‘*If death of the fetus occurs, it seems advisable 
to defer operation for 3 to 4 weeks until the vascularity 
of the placenta has been markedly decreased.’’ ‘‘ Dur- 
ing the waiting period the patient should be kept in the 
hospital under close observation for hemorrhage and 
infection of the gestational sac. If the fetus has been 
known to be dead for several weeks, immediate opera- 
tion is indicated.’’ The natural precaution of typing 
for transfusion should be made. 

‘*Careful removal of the child without disturbing the 
placental site is important.’’ 

When hemorrhage is encountered and packing is nec- 
essary, removal of this packing, after it has been loos- 
ened on several successive days, should be attempted 
only after careful preparation has been made for further 
transfusion and reopening of the abdomen. 

‘*Where the placenta is alive and a living child remov- 
ed, no attempt at separation or removal of the placenta 
should be made. The abdomen should be closed without 
drainage. ’’ 

It is pointed out that the placenta, under such cir- 
cumstances, usually absorbs and, in the discussion, it is 
stated that this absorption period usually covers over 
one year’s time. 

Comment: Probably the most important things to be 
obtained from this article are the individualization of 
these patients, and the now recognized principle that 
the living placenta in such situations should not be dis- 
turbed and no attempt made at removal. It should also 
be well recognized that they should be carefully followed. 

Wendell Long. 


“The Use of Oxygen and Oxygen-Helium, With Spe- 
cial Reference To Surgery.” By Walter M. Boothby, 
Charles W. Mayo and W. Randolph Lovelace, Il; 
Surgical Clinics of North America, August 1940, 
Mayo Clinic Number, Volume 20, Page 1107. 


In 1938, Bulbulian, Boothby, and Lovelace developed 
an inhalation apparatus for the administration of oxy- 
gen which was designed primarily for use by aviators 
flying at high altitude. However, since its development, 
the apparatus has been used in treating about 3580 pa- 
tients for numerous conditions at Mayo Clinic in 1938 
and 1939. The inhalation apparatus consists of three 
separate parts: (1) The mask, which is of nasal or 
oronasal type, (2) The regulating device, and (3) a 
reservoir-rebreathing bag which conserves oxygen. This 
apparatus permits the administration of any concentra- 
tion of oxygen from that of 40 or 60 per cent as prev- 
iously used in the treatment of pneumonia up to high 
concentrations, including the administration of essen- 
tially 100 per cent oxygen in the inspired air. 

The possibility of administering high concentrations of 
oxygen has opened new fields in which oxygen therapy 
is proving of great value. 

In the past, oxygen usually has been used in con- 
centrations of from 40 to 60 per cent for the treatment 
of anoxemia due to defective saturations of the hemo- 
globin with oxygen in the lungs. Anoxemia of this type 
occurs at high altitude, in pneumonia, pulmonary edema, 
and congenital types of congestive heart failure. 

The authors call attention to anoxemia resulting from 
four other conditions which may be equally well bene 
fited by the administration of the proper concentration 
of oxygen. They are: (1) Deficiency in the mass of 
available oxygen from physiologically deficient hemo- 
globin as in anemia, carbon monoxide poisoning, and in 
the presence of methemoglobinemia or sulfhemoglobin- 
emia. (2) Stagnant anoxemia because of defective cir- 
culation, as in surgical and traumatic shock without 
hemorrhage and in certain types of heart disease. (3) 


Histotoxie anoxemia wherein the cells cannot take uj 
and use oxygen, as in hydrocyanic acid, cyanide, or alco 
hol poisoning. (4) Local anoxia from relatively local 
ized injury to the circulation caused by trauma to th: 
blood vessels and tissues or from pressure in subcutan 
eous tissue as in gas gangrene. 

High concentrations of oxygen should be administere: 
to patients affected with the anemic type of anoxemi: 
as a prophylactic measure after major surgical proced 
ures in order to increase the amount of oxygen in simp 
solution and also to insure that the hemoglobin is sat 
urated completely. 

During the past two years it has been found that th: 
administration of 100 per cent oxygen in combinatio: 
with the use of suction is almost always more efficien 
for decompression of especially severe cases of gaseous 
distention than either method alone. The rationale fo: 
this form of treatment is that 70 per cent of the ga 
in the intestine is nitrogen. When 100 per cent oxygen i 
inspired, the partial pressure of nitrogen in the lungs i: 
reduced quickly to approximately 0 from the norma 
partial pressure of 570 mm. of mereury. By diffusing 
from a region of high pressure to a region of lowe 
pressure the nitrogen in the plasma of the blood diffuse 
into the alveoli and is expired. Likewise the nitrogen 01 
the tissue fluids or body cavities diffuses into th 
plasma and then to the alveoli and is expired. Bene 
ficial effect is obtained in 12 to 24 hours. 

When, at the time of the operation, the questior 
arises as to whether an obstructed or strangulated seg 
ment of bowel should be resected, the decision can be 
aided by having the anesthetist administer 100 per cent 
oxygen for a few minutes. If the color of the bowe 
improves, the segment is viable and probably will sur 
vive if 100 per cent oxygen is started immediately after 
operation. If the color does not improve, the segment 
should be removed. 

For the past two years it has been the custom at th« 
Mayo Clinic to administer 100 per cent oxygen afte: 
all extensive surgical procedures on the intestines. It 
favors healing at the site of anastomosis, helps prevent 
abdominal distention, and combats the development ot! 
shock. 

Moon has defined shock as a ‘‘circulatory deficiency, 
neither cardiac or vasomotor in origin, characterized by 
decreased blood volume, decreased cardiac output, and 
by increased concentration of the blood’’ and has stated 
that anoxia is probably the most important factor in 
the operation of the vicious cycle associated with shock 
and tends to increase or perpetuate the circulatory de 
ficiency. Since anoxemia is a major factor both in th 
development and continuation of shock, the administra 
tion of 100 per cent oxygen is advocated as an adjunct 
in prevention and treatment of surgical and traumati: 
shock. This results in 10 to 15 per cent increase iu 
oxygen in the arterial blood and an even greater pe 
cent of increase in oxygen pressure in the venous bloo 
and tissues. 

The administration of high concentration of oxyge! 
is advised for the treatment of the common postopera 
tive pulmonary complications, atelectasis, infarction, an: 
pneumonia. 

Because of the relatively increased consumption 0! 
oxygen in cases of hyperthyroidism, anoxemia may de 
velop easily and tend to lead to serious consequences 
Therefore 100 per cent oxygen is advised for patient 
after thyroidectomy as soon as the earliest signs 01 
trouble develop. In case of obstruction of the uppe 
respiratory passages due to edema, infection, irritation 
tumors, foreign bodies, or lymph nodes, a combination 0! 
helium and oxygen should be tried before a tracheotomy 
is resorted to. 

In addition to the conditions mentioned above, high 
concentration of oxygen is advocated for the following 
conditions by the authors: During and after spinal an 
esthesia; head injuries; obstetrical shock; cardiac con 
ditions; after bronchoscopic examination; anaerobic in- 
fections; in conjunction with the administration of sul 
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fanilamide; Caissons disease; chronic aleoholism; and 
asthma. 

The authors have administered 100 per cent oxygen to 
1ore than 1800 patients without observing the slightest 
evidence of pulmonary irritation. 

They recommend that 100 per cent oxygen be given 
ot longer than 48 hours at one time and thereafter be 
regulated to 50 to 70 per cent oxygen. 

We have personally used 100 per cent oxygen in the 
treatment of abdominal distention with very gratifying 
esults. 

Warren Poole. 








EYE, EAR, NOSE AND THROAT 
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“Roentgen Therapy For Acute Sinusitis.” By Henry 
L. Williams, M.D., and Walter C. Popp, M.D., Ro- 
chester. Annals of Otology, Rhinology and Laryn- 
gology, September, 1940. 


Dysart in 1939 reported favorably on this method of 
treatment. Gatewood in 1940 reported many unfavor- 
able observations. Gatewood maintained that most of 
the favorable results on this method of treatment were 
reported by radiologists and that this alone made it 
diffieult to truly evaluate the results. This illustrates 
the universal lack of unanimity of opinion on the 
therapy of x-ray in sinusitis. Closer perusal of reports 
shows that Dysart reported results obtained in acute 
conditions while Gatewood had reference to chronic 
infections, which might help some to account for their 
wide diversity of opinion. 

This paper is a report of a roentgenologist and rhino 
logist working in conjunction. Chronic cases were ex- 
cluded. Only the acute cases were taken for this report 
that had as their principal symptoms pain and tenderness. 
They were divided into moderate and severe types. Mod- 
erate cases were classified as those that would tolerate 
epeated firm pressure over the affected area and that 
did not require morphine for relief and that slept fair- 
ly well. Severe cases were those that would not submit 
to repeated pressure over the affected area and that 
required morphine for relief of pain or to sleep. Cases 
that were hospitalized and had other complications were 
included in the severe group. 


The result was called ‘‘good’’ when pain disappeared 
from one to six hours following treatment, when 
tenderness disappeared in the same time and the conges- 
tion of the mucosa and cessation of the discharge ceased. 
Most of the cases received the Dowling pack treatment 
addition, some hot compresses and some sulfonamide 
drugs. As you will note, then, more than one therapeu- 
‘ method was used, so the report is made on clinical 
ipressions, rather than on per cent of improvement. 
1¢@ must take into consideration also the fact that 
ute sinusitis tends to spontaneous recovery. 
This series of cases numbered fifty-six. Thirty-one 
vere ‘*severe;’’ twenty-five were ‘‘moderate.’’ Both 
oups were again divided into those whose symptoms 
d been present from one to five days preceding treat- 
‘at and more than five days preceding treatment. In 
e **severe’’ group, there were six cases in which pain 
d tenderness disappeared after the first treatment and 
e in which the symptoms disappeared after the first 
‘atment and one in which the symptoms disappeared 
ter the second treatment and two cases did not respond 
til the third treatment—these had had symptoms one 
five days. Result was called moderately good. Eigh- 
en ‘*severe’’ cases had had symptoms more than five 
‘ays. Of these the symptoms disappeared after the 
rst treatment in nine cases; after the second treat- 
ent in two cases; after the third treatment in one 
1s€; six cases were apparently unaffected. 


Of the twenty-five cases classified as ‘‘moderate’’ 
theze were also divided into those with symptoms of from 
one to five days and those with symptoms of over five 
days standing. Nine cases were of the first group 
and eight were relieved of pain and tenderness after 
the first treatment and one after the second treatment 
(all showed good response to treatment); of the six- 
teen with symptoms of over five days standing, eight 
eases were free of symptoms after the first treatment, 
six cares showed moderately good results and two cases 
showed no apparent effect of the therapy. 

The cases with the most acute symptoms were given 
50 r and those of over five day symptom duration 
were given 75 to 100 r. Patients were treated on alter- 
nate days, one to three treatments being given. 

Clinically it was noticed that the good results were: 
1. Relief of pain and headache; 2. Noticeable increase 
in the discharge; 3. Diminished engorgement of the 
nesal mucosa. The results were best when instituted 
early and were better on an original attack of sinusitis 
than in recurrence. The conclusion is that this therapy 
is a useful adjunct in regard to symptomatic relief. 


“Non-Surgical Treatment of Diseases of the Nose and 
Pharynx.” By Gordon D. Hoople, M.D., Syracuse, 
N. Y. Trans. American Laryngological, Rhinologi- 
cal and Otological Society, Inc., 45th Annual Meet- 
ing: pp: 178-184. From the October Edition of 
the Digest of Ophthalmology and Otolaryngology. 


In preparation for this paper I read over most of 
what has been written on treatment of the nose and 
throat during the past five years. If one separates the 
chaff from the wheat, a very good picture can be seen 
as to the proper way to treat rhinolaryngologic dis- 
eases. 

For acute rhinitis, there are nearly as many methods 
of treatment as there are doctors who treat the condi- 
tion. I know of no drug or measure which will consist- 
ently shorten the duration of colds. It is true that oc- 
casionally we treat what appears to be an acute rhinitis 
and in twelve to twenty four hours the patient is rid of 
his symptoms. It is probable that these attacks are the 
result of allergy, dietary indiscretions, ete. To enum- 
erate everything which has been suggested or used for 
acute rhinitis would require several hours for the reci- 
tation. A few words, however, can be said about some 
commonly used measures. Rest and elimination need no 
emphasis except perhaps to say that it is generally con- 
ceeded that the former is the most valuable remedial 
agent we have for acute infections of the nose and 
throat. If there is no temperature, it is apt to be 
neglected. It is rather common practice to prescribe a 
vasoconstrictor for acute rhinitis. Its use is, of course, 
not curative but often gives temporary relief. The work 
done by Lierle and Moore, and Proetz, which was con- 
firmed by Walsh and Cannon, on the action of certain 
drugs which are used in the nose, is of value to all 
otolaryngologists who use the information. Working 
independently, they came to the conclusion that most 
drugs used in the nose have a depressor action on the 
cilia of the nasal mucosa. The three most commonly 
used vasoconstrictors—ephedrine, epinephrine, and co- 
caine—do not fall in this class if they are of the proper 
strength. Cocaine solutions up to 5 per cent, ephedrine 
to 3 per cent, and weak solutions of epinephrine in 
physiological saline, have no harmful effects on the 
cilia. Addition of other ingredients detracts from their 
efficacy. 

Some new remedies for acute rhinitis have been rec- 
ommended, among them sulpher dioxide by Rawlins and 
Camirol and a camphor-menthol-iodoform solution ad- 
voeated by Coates, Davis and Gordon. These are too 
new to evaluate at the present moment. 

The management of acute sinusitis should be essen- 
tially medical. Occasionally surgery must be in the pic- 
ture, but this is usually when there are complications, or 
threatened complications. Rest, elimination, proper diet, 
shrinking sprays, heat, and medication for pain are in 
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order. The frontal sinus, although not most frequently 
involved, seems to give the most trouble. I think I have 
been reasonably successful in the management of the 
eases of frontal sinusitis which have come to me for 
treatment. I believe the less intranasal manipulation 
there is in uncomplicated frontal sinusitis, the more for- 
tunate the immediate and subsequent history will be. 


The late D. Campbell Smyth once said that in acute 
maxillary sinusitis he only occasionally resorted to irri- 
gation and that rest, in particular, and the usually ap- 
plied local measures would bring about a cure in the 
great majority of cases. I have found that he was right. 
I irrigate the antrum much less frequently than was my 
former practice. Incidentally, when puncture is indi- 
cated, I am one who adheres to the inferior meatus as 
the site of choice. VanAlyea has reported that in 163 
anatomical specimens, the maxillary ostia were inacces- 
sible for middle meatal irrigations in 50 per cent. I 
have found the percentage of inaccessible ostia nearly 
the same. If the attempt is made to enter an inaccessible 
ostium, trauma must be present. If trauma is necessary, 
it is better to have it at a point some distance from 
the ostium. 


Heat is frequently used in acute sinusitis, applied in 
several ways. Andrews and Osborne, in a study of the 
temperature of the maxillary sinus after treatment by 
various methods, place them in order of efficiency as 
follows: electromagnetic field and diathermy, thermo- 
spectral lamp, Cutler water-cooled lamp, compsolite 
short wave diathermy, and the Elliott machine. The max- 
imum rise in temperature was from 98.2 degrees to 
99.1 degrees. If this was true, the benefits of heat in 
sinusitis do not come from marked changes in the tem- 
perature of the sinuses themselves. The electric head 
bath, not mentioned above, is another method of apply- 
ing heat, at times quite effective. Occasionally, warm 
physiological saline nasal irrigations, properly given, will 
afford much relief in acute sinusitis. 


Te facilitate discussion I am grouping together chronic 
rhinitis, hypertrophic rhinitis, vasomotor rhinitis, aller- 
gic rhinitis, and certain forms of chronic sinusitis, ex- 
elusive of chronic infections of the sinuses which are 
obviously due to dental and anatomical abnormalities. 
If these are excluded, my problem with this group of 
chronic conditions is diagnostic rather than therapeutic. 
Those patients who suffer from these ailments have 
many complaints, but speak chiefly of difficult nasal 
breathing and post-nasal discharge. The correct solution 
for the relief of these symptoms has been a challenge 
to me. In the first year or two of my practice, when I 
was still enthused with hospital routine where radical 
surgery on the sinuses is in order, I was puzzled when 
I examined patients who complained of postnasal dis- 
charge and I could find no cause in the nose for the 
complaint. I asked myself, ‘‘How does one treat these 
patients?’’ About this time, a rather dramatic incident 
happened. A patient with profuse postnasal discharge 
was referred to me by a fellow rhinologist. He had 
made a diagnosis of chronic sphenoiditis, confirmed by 
X-ray. He felt an operation was indicated and asked 
me to do it because he was related to the patient. When 
she presented herself for examination, 1 thought her 
general condition did not warrant surgical interference. 
She looked ill and was, in fact, much worse than when 
she had been examined at home. I called for medical 
consultation. It was soon found that the patient was 
only one step away from diabetic coma. Proper treat- 
ment was begun, and as the diabetes cleared, the post- 
nasal discharge improved. I have been looking for caus- 
es other than nasal ever since. I am not always success- 
ful in my search, but the more diligent I am, the better 
are my results. A detailed account of all the possible 

eral causes for chronic nasal conditions would unduly 
engthen this paper, but they must underlie a large por- 
tion of our practice when such reliable observers as 
Baum; Hansel, and Mullin state that allergy, which is 
one of the possible general causes, is present in about 


30 per cent of all nasal conditions. This figure may 
be too high or too low, but it gives a hint as to the 
size of this problem. 

Diet is important, for diet can condition the host. 
Some good articles have appeared on the effects of var- 
ious deficiencies and excesses. The use of specific diets 
is sometimes urged for the relief of the conditions under 
discussion. Our task would be easy if it were as simple 
as that. As I see it, the proper diet for a patient in 
this group must be decided on the needs in the individ- 
ual case. Sometimes correction of the diet is the answer 
to the problem. 

Except for suggestions for symptomatic treatment, 
there have not been many articles during the past five 
years dealing with treatment for this type of patient. 
Galloway, Hollender, and Bernheimer have reported on 
the use of physical therapy. The latter reports on the 
effect of irradiation on allergic nasal mucosa and states 
that, of forty persons treated, 47 per cent are free from 
symptoms after three years. I have had no experience 
with this type of treatment, nor with the present wave 
of enthusiasm for short-wave diathermy. Further re- 
ports will be needed before these remedies can be ac- 
cepted as valuable agents. 

Acute pharyngitis can be cared for by the use of 
rest, elimination, etc., as advocated for the nose. Heat, 
in this locality, can be applied by irrigations with less 
danger than in the nose. In chronic pharyngitis search 
should be diligently made for some local or general 
eause. The chief local cause is, of course, chronic ton- 
sillitis, but there are many general causes. For instance, 
Lillie has advocated the use of iodides in chronic granu 
lar pharyngitis, to be taken internally. If the use of 
iodides improves a chronic granular pharyngitis, it sug- 
gests that there is some disorder in the iodine metab- 
olism. Many other examples could be given but the 
point to stress is that we will get better results if we 
are good diagnosticians than we will if we only apply 
local remedies. 

For acute tonsillitis, whether pharyngeal or lingual, I 
would rather have rest and elimination as my therapeutic 
aids than any other measures of which I know. Sul- 
fanilamide is given credit as a valuable drug in acute 
tonsillitis but the vast majority of these patients re- 
cover in a very few days. For certain complications, both 
here and in the sinuses and ear, sulfanilamide has made 
a place for itself in our armamentarium. It is, how- 
ever, a potent drug and one does not need to administer 
it in every case of acute infection of the upper respir- 
atory tract. It is well to remember also, that accord- 
ing to latest opinion, it usually does not kill bacteria 
but merely inhibits their growth. If given early there 
is some danger if it is stopped too soon. An exacerba- 
tion may ensue because the bacteria may still be present 
and the patient may lack enough antibodies to inhibit 
their growth. It is thought that a delay of a day or 
so at the start of an infection will give the antibodies 
an opportunity to develop and then, if the drug is stop- 
ped a little earlier nature’s own defense mechanism will 
control the infection. In a complication like meningitis, 
it should undoubtedly be given early and continued for 
a considerable period. 





“Myasthenia Laryngis.”” By Chevalier Jackson, M.D., 
Philadelphia. Archives of Otolaryngology, Septem- 
ber, 1940. 


This long, illustrative, instructive article is full of 
pertinent points for the one who does throat work. 
The author’s conclusions are as follows: 

1. Myasthenia laryngis is a morbid entity entirely 
independent of chronic laryngitis, which may or may 
not be concurrent. It is a muscular disability as dis- 
tinguished from a mucosal inflammation. 

2. There seems to be a failure on the part of laryn- 
gologic writers to recognize muscular asthenia as the 
fundamental condition in hoarseness and vocal impair- 
ment of singers, clergymen, evangelists, public speakers, 
incessant conversationalists and’ other abusers of the 
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voice. Most writers consider only chronic mucosal in- 
flammation in such cases. 

3. In clinical work, in ‘a large proportion of the 
eases of chronic hoarseness associated with vocal abuse 
and supposed to be due to chronic laryngitis, the condi- 
tion is really a muscular disability, involving most se- 
verely the thyroarytenoideus muscles. Failure to recog- 
nize this fundamental fact explains the frequent disap- 
pointment in the treatment of chronic hoarseness. 

4. The larynx, with its controllable supraglottic and 
infraglottic air column, constitutes an air column instru- 
ment closely analogous to the subject of the laryngeal 
phonatory mechanism. Careful observation of my lips 
through the transparent mouthpiece, together with the 
subjective sensation of the muscular action concerned, 
have convinced me of the following facts: 1. The ac 
tion of the lips in setting in vibration the air column 
of the cornet consists of contraction of the orbicularis 
oris muscle, resisted by bilateral contraction of the two 
lateral groups of diverging muscles, one at each end 
of the mouth. 2. The guying of the angles of the 
mouth precedes the contraction of the orbicularis. The 
fixation thus afforded makes a slitlike chink and at the 
same time enables the orbicularis muscle to firm the edg- 
es of the upper and the lower lip into bands that are 
set in vibration when air is forced between them in their 
firmly held position. 3. It is not the direct impact of 
the vibrating lip margins that sets the air column in 
vibration but rather the siren-like cutting of the air 
stream into puffs. 

5. Every one of these actions has an anology in laryn- 
geal phonation. Observation with the mirror and palpa 
tion of the neck, analyzed in the light of my studies of 
the phonetic mechanism of the cornet, have convinced 
me that the laryngeal phonatory mechanism consists in 
contraction of an orbicular group of muscles preceded 
and opposed by a guying group of divergent muscles. 
Unresisted, the orbicular group would cause a more or 
less circular glottic chink. The prior endwise guying 
by the divergent group serves as fixation points; the 
pull against these points results in an elongated chink, 
and enables the thyroarytenoideus muscles, which con- 
stitute the glottic margins, to firm these margins as 
necessary for the pitch desired for the fundamental note. 

6. In developing phonation nature seems simply to 
have made use of the phylogenetically earliest primary 
valvular mud-excluding laryngeal function, using the 
opening and the closing mechanisms in opposition to 
each other. The firmer the margins, the quicker the re- 
‘oil; henee the greater the vibratory frequency and the 
higher the pitch of the fundamental note produced. 

7. The studies mentioned here show that myasthenia 
laryngis is the result of overworked thyroarytenoideus 
muscles and that this fact is fundamental to diagnosis, 
prophylaxis and treatment of chronic hoarseness. 

8. About 95 per cent of the aspirants for a career 
n voeal music are compelled to give up because of 
nyasthenia laryngis. The damage is usually done by the 
training necessary to increase the range upward. It is 
leplorable that composers write so much for constant in- 
stead of occasional use of notes of high pitch. 
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‘The Surgical Treatment of Unequal Leg Length:” 
Paul H. Harmon, William M. Krigsten, Surg. Gyn. 
& Obst. Vol. 71, No. 4, Oct. 1940. 


The authors point out that the inequality in leg 
length is a very frequent cause of unsightly gait, which 
in the past we have been forced to elevation of shoes 
wr other types of appliances. Recently surgery has cor- 
reeted this to a great extent. The authors first point 


out that prevention of shortening can be accomplished 
in many cases by use of proper early surgical treat- 
ment, as in tuberculosis or pyogenic osteomyelitis, in 
which the epiphyseal plate is not irritated or pene- 
trated. 

In regard to physiology of bone bearing upon longi- 
tudinal growth disturbance, it has been found that in- 
volvement of the epiphyses about the knee is likely to 
contribute more shortening than about the hip or the 
ankle. There is approximately 68 per cent of the 
growth occurring in the lower femoral and upper tibial 
epiphyses, as a total. 

The authors are rather strongly opposed to prolonged 
immobilization in any condition as they feel there is 
definite shortening resulting. 

As to causes of inequality of leg length, a lengthy 
table is presented which deals with fractures, bone in- 
fections, bone tumors, congenital abnormalities and dis 
use retardation of growth, such as residual of poliomye- 
litis or prolonged cast immobilization. 

There are three major methods of equalizing leg 
length. First, by operative slowing of growth of the 
leg by epiphyseodesis or epiphyseal arrest. ‘‘It has a 
definite field of usefulness, but the greatest care must 
be practiced in the selection of cases for the operation, 
especially in selection of the appropriate age for a given 
amount of shortening.’’ The usual cause of failure is 
that the cperation is performed too late to secure satis 
factory relative lengthening of the unsound leg. How- 
ever, in well selected cases this is a very excellent meth- 
od and is certainly one which is the least dangerous of 
the three. 

Second method is equalization by shortening the long 
leg. This is the most accurate, exact method of equal- 
izing leg length. The authors describe several tech- 
niques, such as by step-cut operation, resection of bone 
with intermedullary peg and on lay grafts, and the use 
of division of the bone and simple overlapping of the 
fragments. 

Operative lengthening of the lower extremity bones 
is quite dangerous and requires the most careful tech- 
nique, and is still questioned as a valuable procedure by 
many surgeons. Considerable time is taken and the pa 
tient is usually under care for well over one to two years 
before he is allowed to be about without support on the 
extremities. This method is used only on cases in which 
the patient is very short of stature and who would be 
psychologically disturbed by making him still shorter. 
Only a very limited group of surgeons are qualified to 
do this type of operation. 





“Subdeltoid Bursitis.” Alanson Weeks. Archives of 
Surgery, Vol. 41, No. 2, August, 1940. 


The author points out that some six years ago he 
mentioned the treatment of subdeltoid bursitis generally 
described in surgical books by the use of old methods of 
diathermy, heat, and manipulation, stating that since 
1908 he has been using a method which has been very 
satisfactory, and which is not in general use, that is, 
the method of needling. Either with local or light gas 
anesthesia the shoulder is thoroughly needled about the 
subdeltoid region, in a more or less fanshaped area, 
thoroughly puncturing the tense bursa. The author 
states that almost every patient obtained almost immed- 
iate relief of this condition by the use of needling and 
that generally speaking, further care is unnecessary. 
Ninety per cent of acute pains about the shoulder are 
due to inflamed subdeltoid bursa, and, according to the 
author, each of these cases can be relieved completely 
by this method. 


The above articles abstracted by Dr. Howard B. 
Shorbe. 
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“Etiology of Acute Hemorrhagic Pancreatitis With 
Special Reference To The Vascular Factors.” An 
Analysis of Autopsies and an Experimental Inves- 
tigation. By C. J. Smyth, M.D., Ann Arbor, Mich- 
igan; Archives of Pathology, September 1940, Vol- 
ume 30, No. 3, Page 651. 


The question often arises, what is the cause of hem- 
orrhagic pancreatitis? These authors have nicely re- 
viewed the etiological factors and given some interest- 
ing analyses of autopsies and experimental investigation. 
They conclude that current theories as to the genesis 
of acute hemorrhagic pancreatitis do not adequately ex- 
plain the mechanism of the production of the disease. 

There is abundant evidence in the literature to show 
that vascular disturbances play an important role. 

They believe that the solution to the problem will be 
found in experimental studies other than autopsy mater- 
ial. 

Localized areas of pancreatic necrosis were uniformly 
produced in dogs by injecting mercury into the pan- 
ereatic arteries, but hemorrhagic disease did not follow. 





“Occurrence and Significance Of Congenital Malig- 
nant Neoplasms.”’ By H. Gideon Wells, M.D. Chi- 
cago, Illinois; Archives of Pathology, August 1940, 
Volume 30, No. 2, Page 535. 


This is an extremely interesting critical review of 
the question of congenital malignant neoplasms, in which 
the author draws many valuable conclusions and ques- 
tions material from history which we have been prone 
to accept as facts. In a series of 3,000 necropsies he 
found only four congenital malignant neoplasms and 
these were all malignant tumors arising from the ner- 
vous system or the so-called neuroblastomas. 

This article is long and cannot be satisfactorily ab- 
stracted because many fine points relating to the nature 
of tumors and neoplasms are brought out. 

Everybody observes neoplasms in pregnant individuals 
and the question naturally arises, will the baby have such 
a malignancy? Or can this malignancy be carried 
through the blood stream and give metastasis to the 
fetus? The answer by Dr. Wells is no, because very 
few, only 66, authentic cases have been estabijshed. 
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“Chemotherapy In Nonspecific Infections Of The 
Urinary Tract. Present Status.” Edwin P. Alyea, 
M.D., and Louis C. Roberts, M.D., Durham, N. C. 
American Medical Journal, October 1940. 


The following statement summarizes the present day 
concept of the sulfonamide drugs so far as their use 
in urology is concerned. 

The sulfonamide drugs are excreted by the kidneys 
in a manner exactly similar to phenolsulfophthalein. 

In vitro and in vivo studies show the specificity that 
the sulfonamide drugs have for different bacteria and 
different strains of the same bacterium. 

Experimental studies in vitro are not necessarily en- 
tirely comparable in vivo. 

The action of sulfonamide drugs in infections of the 
urinary tract depends more on the tissue reaction than 
on direct bactericidal action in the urine. 








Mandelic acid is an excellent drug for infections with 
eolon bacillus and Streptococcus faecalis. 

A comparison of the colon bacillus infections treat- 
ed with sulfanilamide and sulfapyridine shows practi- 
cally the same, or 81 per cent cured. 

A comparison of the same drugs in staphylococcic in- 
fections shows that with sulfapyridine 75 per cent and 
with sulfanilamide 62.5 per cent were cured. 

Response to the sulfonamide drugs is rapid, usually 
within two or three days. 

Infections complicated by other pathologie changes 
do not respond as favorably as the simple infections. 

A comparison of sulfanilamide and madelic acid ther- 
apy in various types of cases shows that sulfanilamide 
is usually preferable. 

Evidence shows that the high drug concentration in 
the urine usually thought desirable is not necessary 
for cures. 

A dosage of 1.8 Gm. of sulfanilamide a day with 
fluids forced produced as good results a 3 Gm. a day 
with restricted fluids. The same is true with sulfapy- 
ridine. 

Many patients cannot take the large doses with re- 
stricted fluids, but the recommended small dosage is 
easily tolerated by all. 





No Evidence Tranfusions Cure Strep Viridans 

In spite of newspaper publicity implying that blood 
transfusions from a patient who has recovered from 
Streptococcus viridans endocarditis (inflammation of 
the membrane lining the heart) are curative, there is 
no adequate evidence that such transfusions have 
resulted in cure, The Journal of the American Medical 
Association declares in answer to an inquiry. 

In reply to the inquirer’s question as to the criteria 
determining recovery from the disease, The Journal says 
that many patients experience a period of arrest, but 
only after two or three years of freedom from fever 
and absence of other symptoms can a patient be con- 
sidered to have recovered. 





“Medical Services Are Necessisities of Life’’ 

‘*In the opinion of the appellate department, superior 
court, Los Angeles County, Calif.,’’ The Journal of the 
American Medical Association reports, ‘‘medical servic- 
es are necessities of life within the meaning of a Calli- 
fornia statute (Code of Civil Procedure, section 690.11), 
which provides that when a judgment is based on a 
necessary of life the judgment creditor may execute 
on up to one-half of all wages earned by the judgment 
debtor.’’ 
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POSITION OPEN in reputable northern Oklahoma 
clinie of seven specialists for eye, ear, nose and throat 
specialist. Should have good training, rotating intern- 
ship, post-graduate training in his specialty, and some 
experience in private practice is preferable. Satisfactory 
income guaranteed plus percentage. Office and overhead 
furnished. All applications should be addressed to The 
Journal, 210 Plaza Court, Oklahoma City. 





FOR SALE—Twenty-one room, thirty-bed well-equipped 
hospital. County seat town. Good farming community. 
Excellent buy for group or clinic. Other business reason 
for selling. Address inquiries to Oklahoma State Medi- 
eal Association, Box B, 210 Plaza Court, Oklahoma City. 





FOR SALE—Operating table; dressing tables; elee- 
trical appliances; instruments used in practice of proc- 
tology; part of fine library, recent publication; belong- 
ing to the late Dr. W. A. Aitken of Enid. Address 
inquiries to Oklahoma State Medical Association, Box 
10, 210 Plaza Court, Oklahoma City, Oklahoma. 
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